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In reporting this analysis of the first 1,500 bottles of pre- 
served blood distributed by the Merseyside War Blood 
Bank an attempt has been made to discover the conditions 
under which preserved blood is a satisfactory substitute 
for fresh blood, and the extent to which its convenience 
of administration and potentially unlimited supply out- 
weigh any possible shortcomings in therapeutic action. A 
preliminary brief account of the working and technique 
ot the: Merseyside War Blood Bank is included. 


Blood Bank 


The blood taken is preserved in 3.8% sodium citrate 
solution, one part to nine parts of blood. This solution 
was chosen in preference to others because it was felt 
that in providing a service of blood for all purposes, both 
medical and surgical, the highest concentration of blood 


compared with the amount of diluent should be used. The * 


unit adopted is one of 450 c.cm.—405 c.cm. of blood and 
45 c.cm. of anticoagulant solution. This is a smaller unit 
than normal, but the withdrawal of only 405 c.cm. from 


the donors, who are mostly unselected, is less likely to - 


cause distress. Group O (IV) and Group A (II) donors 
are used regularly, the O (IV) blood being intended for 
recipients of Groups O (IV) and B (IID, while the A (ID) 
blood is for patients of Groups’A (ID and AB (I). In 
actual practice, however, the emergency demands and the 
difficulties, real and imagined, of grouping patients have 
resulted in the use of four or five Group O (IV) donors to 
every Group A (II) donor. 

The blood is stored in refrigerators in four main and 
numerous subsidiary depots in the area over which the 
service is maintained. Transport between depots is under- 
taken in cold insulated boxes, each of which holds two 
bottles of blood. 

From the date of declaration of war the whole of the 
transfusion needs of the area has been supplied by stored 
blood. The use of this blood rose sharply from the first 
week of the war until it reached an average consumption 
of approximately fifty bottles per week, which has been 
steadily maintained, and it is already evident from com- 
parison with the pre-war figures that the ready availability 
of stored blood and the standardization of the technique 
of transfusion have increased the frequency of blood 
transfusion practically twofold. This doubling of the 
transfusion rate may be taken to indicate that the blood 
bank system has repaired a real deficiency inherent in the 
older personal donor system, and that the number of 
patients now receiving blood transfusions is nearer the 
number that should receive this form of treatment than 
was formerly the case. This is particularly evident in the 
smaller and_outlying hospitals; in the larger municipal 


and voluntary hospitals the increase in the transfusion rate 
is not so striking. In some of these larger institutions, 
where there are resident medical officers with considerable 


experience of transfusions, it has now been found con- 


venient to reintroduce to a limited extent the personal 
donor system for those types of case in which transfusion 
with absolutely fresh blood appears to be either essential 
or at least likely to be greatly superior to the use of 
preserved blood. These points are brought out later in 
our discussion of the reported results of the transfusions 
performed. 


Donors are bled twice weekly, the numbers used on 
each occasion being such as to maintain the amount in 
the bank and its depots at a more or less constant level, 
determined in terms of an arbitrarily chosen multiple of 
the daily requirements for civil use. At the time over 
which this review was made the supply was ten times the 
daily requirements, but with the likelihood of air raids 
this figure has been considerably increased. 


Method of Taking and Delivering Blood 

After an extensive trial of various types of apparatus 
that of Boland, Craig, and Jacobs (1939), modified slightly 
to suit local conditions of equipment and personnel, was 
adopted. These modifications are not in any way claimed 
to be “improvements,” and in our opinion the basic 
principles incorporated in the above authors’ apparatus 
are the most satisfactory yet devised and possess the added 
advantage of cheapness and simplicity. In a transfusion 
service which caters for a large number of both skilled 
and unskilled transfusers this apparatus, which involves 
no removal of stoppers, no introduction of additional 
units, and no transference of the contents to other vessels, 
maintains a standard of asepsis high enough to make it 
acceptable to the most exacting surgeon. The internal 
filter of glass shot is one of its most important features: 
by its use the clogging of needles and filters with clot or 
coagulum is avoided, and because of it the storage bottle 
need never be opened, and thereby exposed to the dangers 
of infection, from the,time it is sterilized before being 
filled with blood until it is returned to the centre for 


_washing and resterilization after the transfusion is com- 


pleted. The method of use-is indicated in Figs. 1 and 2, 
its simplicity allows a considerable number of transfusions 
to be given simultaneously by one person in times of 
emergency. 

The difficulties of administration of blood to patients 
with collapsed veins have been overcome by the use of 
the “ vein-seeker ” (Edwards, 1939)—Fig. 3—and this in- 
strument is supplied with each delivery apparatus in our 
transfusion service. 
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The following analysis of the use of 1,500 bottles of 
preserved blood is based on the medical reports sent in 
by the surgeons who performed the transfusions during 
the period September, 1939, to May, 1940. 


BLOOD WITHDRAWING APPARATUS 


A Aur inlet tube ER 


Bleeding tube 
METHOD OF TAKIN 


Hand grasped 
on hendage 


\ 
% Withdrawal 
Sodium proceedure 


Citrate 
Autoclaved Vacuum draws 
Bettle A over Citrate Weil 
rotated 

Tube 
pinched 

Suction if 

necessary 


B Viscose cap 
Plasma 
Leucocytes =E 
R BCs. 

Checking Red Cel!s 

WR_ Tube 


Tube 


Bottle capped. Ocenartion 
Taking of samples & dated for storage 


Fic. 1.—Method of taking blood for preservation. 
DELIVERY APPARATUS 


Delivery Tube 


F 


Air Inflow Needle 


Vein Seeker 


Wire cradle 


METHOD OF DELIVERY 


Remove viscose cap. 
warm for |5minutes 
at 37°C 


Method of 
delivery 


Fic. 2.—Method of delivering preserved blood. 


Wastage of Blood 


The question of how much blood is wasted by using the — 


bank system is an important one. Out of the first 1,500 bottles 
supplied 136 were unused, giving a total discard rate of 


USE OF VEIN S 


FOR DIFFICULT VEINS 


Z 


@ Hold as shown, 
compress bulb, 
insert needle under 
skin over where 
vein is suspected 

to be. 


@ Fill vein seeker 
with sterile 
citrate solution \- 


© Release bulb, 
bulb remains collapsed \— 


@ Manipulate needle until vein @Needle"E’ of delivery tube 
is entered. blood drawn up into inserted into rubber tube of 
sight glass and bulb expands. seeker. 

Fix with strapping Transfusion continues. 


Fic. 3.—The vein-seeker. 


9.07 °%. When owing to the outbreak of war the bank was 
organized on a large scale, with numerous secondary depots, 
a certain amount of wastage was inevitable during the instruc- 
tion period. Time, however, has iargely overcome this, but it 
appears that a constant wastage factor of about 7% will occur. 


Wastage is due to two factors: (a) haemolysis, and (b) 
accidents in the preparation of blood for transfusion. The 
wastage from haemolysis, which includes that due to the 
blood getting too old, can be overcome by ensuring that 
subsidiary depots return all unused blood on its fourteenth 
day to the main banks in the larger hospitals. Here much 
larger quantities of blood are used, and it has a greater 
chance of being administered before the degree of haemolysis 
becomes too great. In any case, blood that has reached the 
limit of twenty-one days is now condemned, whatever its 
apparent condition. The main causes of accidental wastage 
were found to be overheating of the blood and the failure 
to return immediately to the refrigerator blood removed 
for a transfusion but not used. A few bottles have also been 
unnecessarily discarded by clinicians who have interpreted the 
turbidity of the plasma and the white scum of lipoids as 
evidence of bacteriological infection. Accidental switching 
off and other breakdowns in refrigerators have also caused 
the loss of a few bottles. Out of 136 bottles discarded, 
64 were condemned because of haemolysis, 43 because of age 
(though not necessarily severely haemolysed), and 4 because of 
the presence of large clots ; 25 were accidentally wasted. 

1.364 bottles of the original 1,500 taken were thus used— 
709 (over 50%) within a week of collection, and 956 (practi- 
cally 70%) within the first ten days; the average age of the 
blood for the whole series was seven days. 


Reactions 


The reactions due to the administration of blood may be 
divided into three grades (Riddell, 1939): Grade 1, in which 
there is a slight rise of temperature a short while afterwards 
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to less than 100° F. with no constitutional effects; Grade 2, 
in which a similar or greater rise is associated with a feeling of 
coldness but no actual rigor; and Grade 3, in which there 
is a definite rigor. 

In order to compare the results in these three grades a 
series of 100 consecutive transfusions with absolutely fresh 
citrated blood performed at the Liverpool Royal Infirmary 
was compared with a similar. series of transfusions with 
stored blood performed in the same hospital. The two groups 
were comparable, as approximately the same number of cases 
had been transfused for haemorrhage, medical anaemias, and 
sepsis. Two series were examined at other hospitals—Mill 
Road Infirmary and Walton Hospital (Liverpool Corporation) 
respectively—and are included in the same table for com- 
parison. 


Fr — Preserved Blood 
Royal Royal Mill 
Infirmary Infirmary | Road Walton 

No reactions... 37% 53% 66% St, 
Reaction difficult to determine 

(blood given during or imme- 

diately after operation) os 15% 14% 25% af, 
Reactions : 

Grade 2 25% 19% S% 6% 

Grade 3 8% A 4% 22% 


While too much importance should not be attached to these 
figures, it would at least appear that the incidence of all three 
grades of reaction is probably no greater with preserved blood 
than with fresh blood. Since, obviously, changes occur in 
preserved blood which should affect its constitution detri- 
mentally, results such as these, if substantiated by further 
investigations with larger numbers of cases, must be attributed 
on the one hand to the removal of some reaction-producing 
substance during storage or to the improved chemical constitu- 
tion of the transfused blood, or, on the other hand, to the 
elimination of reaction-producing conditions by the more 
efficient manipulation by transfusers familiar with the simpli- 
fied technique of stored blood administration. 


The various causes of reactions have been well reviewed — 


by Riddell (1939), and it merely remains for us to emphasize 
the importance of absolutely correct grouping, the complete 
cleanliness of all apparatus used, and the elimination of all 
pyrogen factors in diluting solutions. The most potent single 
cause of reactions appears to be the introduction of some 
foreign protein. Riddell is a strong supporter of the foreign 
protein theory, and draws attention to the similarity between 
these reactions and serum shock and to the fact that reactions 
are commoner in recipients sensitized by previous transfusions 
or exhibiting an allergic taint. In this connexion the experi- 
ence of other workers is of interest. Lewisohn and Rosenthal 


(1933) reported that they had reduced their reaction rate to 


1.5% by maintaining scrupulous cleanliness in all apparatus 
used. They also satisfied themselves that the sodium citrate 
used as anticoagulant was never in itself a cause of reactions. 
Riddell (1939), giving his figures for his last 100 transfusions 
with fresh blood, noted rigors in 11%; and Fell (1938) 
analysing 500 cases, found reports of rigors in 4.8% 
Kordenat and Smithies (1925) maintain that nearly all trans- 
fusions are associated with some rise in temperature, even 
though this may be symptomless, and Riddell expresses a 
similar opinion. These figures all relate to transfusions with 
fresh blood. With preserved blood, reactions have been noted 
as follows: 


Grade 3 reaction or severe rigor. Further analysis shows 
considerable differences in the rigor rate amongst the different 
conditions for which transfusions were administered. 


Indication Total 31 Percentage 
Acute post-haemorrhagic anaemia 509 29 
Chronic secondary anaemia... 316 il 3.5 
Post-operative shock .. 177 6 3.4 
Other diseases of haemopoietic 
system .. 128 6 4.7 
Acute septic conditions . a 163 13 8.0 
Chronic septic conditions. a 45 3 6.7 
Multiple i and 14 0 
Jaundice .. ae 12 1 8.3 
1,364 69 5.0 


Grade 3 reactions are undoubtedly increased by the age 
of the blood, and it would appear that preserved blood over 
ten days old is better not administered. If it was economically 
possible the age limit should be cut down even more, but 
the advantage of having a considerable amount of blood 
ready for immediate administration must be balanced. against 
this. No serious or permanent ill effect following the rigor 
has been observed in any one of these 69 cases. Riddell 
(1939) draws attention to the danger of cardiac failure in such 
cases, and this must be borne in mind. 


Four cases of incompatibility of group have occurred, and 
the transfusion was stopped immediately on the onset of 
symptoms. Subsequent investigation proved that in each case 
the recipient’s blood had been wrongly typed. In no instance 
has a wrongly grouped bottle been supplied—a very happy 
state of affairs which has been ensured by retesting the blood 
group, both by cells and serum, of each bottle collected. 
Numerous mistakes have been found in the preliminary mass 
groupings, and more than once it has been suspected that a 
donor has utilized someone else’s group card. 


Urinary Complications 

Five cases developed a considerable degree of _haemo- 
globinuria. Three of these patients were children suffering 
from anaemia associated with unresolved pneumonia, influenzal 
meningitis, and meningococcal meningitis, respectively. All 
the transfusions given were with blood over three weeks old, 
and there would almost certainly be an associated toxic 
nephritis. The two other cases—one an ulcerative colitis— 


‘received blood two days old; and the other—an ectopic 


pregnancy—received blood three weeks old and had an auto- 
transfusion at the time of operation. 

No case of anuria occurred in this series, although one is 
reported in the series of 100 cases of transfusion with fresh 
citrated blood. The use of 3.8% sodium citrate solution, 
which entails the simultaneous administration of 55 grains of 
alkali with the blood, will effect a moderate degree of alkaliza- 
tion of the urine, and, provided a grossly haemolysed blood is 
not given, the safety factor is considerable. 


Jaundice ; Urticaria ; Transmitted Disease 
Seven cases of jaundice occurred. These were as follows: 


Disease Age of Blood 
14 days (2 bottles) 
25 


Menorrhagia . . 
Intestinal obstruction 


Carcinoma of colon . 14 (2 bottles 
Marasmus (child). 46 ,, 


Author No. Grades 1! and 2 Grade 3 
Biddle and Langley (1939) .. 150 10% ys 
Leedham-Green (1939) xs 60 = 16.6% combined 
Hamilton-Paterson (1939) .. 46 13% 6% 
Elliot, Macfarlane, and 
Vaughan (1939) . 50 8% 8%, 
Cameron and Fergt: son (1939) 1,000 4.6% 2.8% 


As the criteria for minor grades of reaction vary consider- 
ably, while those for Grade 3 are more or less constant, 
further consideration may profitably be confined to these. In 
our series, out of 1,364 bottles administered by numerous 
surgeons in a variety of hospitals, 69 (5%) gave rise to a 


Undoubtedly these patients received blood in which, although 
the supernatant plasma was clear, there was gross haemolysis 
of the red cells? The leucocyte layer over the red cells 
becomes “organized” into a dense layer, which in some 
bottles prevents the diffusion of the haemoglobin from the red 
cell layer to the plasma. This complication, although not 
serious, is undesirable, and it demonstrates one of the objec- 
tions to the use of aged preserved blood. 


A giant urticarial reaction is reported in one case associated 
with secondary haemorrhage from a wound, and this appears 
to have been a true allergic reaction. It. responded to calcium 
and adrenaline. 
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No case of transmitted disease has been reported in this 
series. So far as is known no infected bottle of blood has 
been supplied. It was found impracticable to test every bottle 
bacteriologically, and we have relied instead on a_ high 
standard of aseptic technique. Every bottle that is returned 
unused because of condemnation for some reason or other is 
examined bacteriologically, and no definitely infected bottle 
has yet been found. This agrees with the observation of 
Biddle and Langley (1939) that infection is extremely rare. 


Deaths 


There were five deaths during transfusion of preserved 
blood. They occurred in one case each of agranulocytosis, 
ruptured liver in a child, placenta praevia, ectopic pregnancy, 
and haematemesis. All these patients were moribund before 
transfusion, and it is doubtful whether the blood or its adminis- 
tration played any part in the fatal outcome. 


Of the patients 71 died soon enough after the transfusion— 
i.e., within approximately twelve hours—to justify considera- 
tion. as to whether the transfusion was the cause of death. 
These cases are grouped in the following table: 


Indication No. of Deaths 

Acute post-haemorrhagic anaemia. . 19 
Post-operative shock 18 
Other diseases of the haemopoietic system 

Acute septic conditions 2 19 
Multiple injuries and pees 7 
Burns .. 1 
Prematurity . 1 
Marasmus 2 


In only one of these cases did a rigor occur during or 
immediately after the transfusion; this was in a child with 
streptococcal septicaemia. The patients who died from acute 
haemorrhage, post-operative shock, and multiple injuries may 
be eliminated as unlikely to have been affected adversely by 
transfusions per se. The four cases of blood disease consisted 
of melaena neonatorum in two children, myeloid leukaemia 
and a superimposed ischio-rectal abscess in one adult, and 
pernicious anaemia in an adult in extremis. The 19 cases of 
acute sepsis were: 


Disease No. 
Pneumonia (children) ae 2 
Mastoid and lateral sinus thrombosis (children) . “ 2 
Streptococcal septicaemia (children) 


2 
(I severe rigor) 
General peritonitis : appendix (child) 
Puerperal! pyrexia 
Perivesical abscess 
Empyema (children) 
Meningococcal (children) 
Cancrum oris (child) 
Infiluenzal meningitis (child) 
Umbilical sepsis (child) 


if. 


Presumably most of these showed some degree of anaemia, 
but one is tempted to conclude that transfusion was resorted 
to in many of these cases as a counsel of desperation. The 
majority certainly appear to have been suffering from disease 
of severe character, and it is doubtful whether any real benefit 
from transfusion could reasonably have been expected. 


Results of Administration 


Transfusions were given for a great variety of clinical — 


conditions, which for convenience have been divided into 
eight broad classes. 


Indication Satisfactory oe Total 
Acute post-haemorrhagic anaemia .. 463 (91%) 46(9%) 509 
Chronic secondary anaemia .. 292 (92%) 24(8%) 316 
Post-operative shock and/or haemor- 9 
rhage .. 160 (89%) 17(11%) 177 
Other diseases of haemopoietic system 109 (85%) 19 (15%) 128 
Acute septic conditions 111 (68%) 52 (32%) 163 
Chronic septic conditions 43 (96%) (4%) 45 
Multiple injuries and 5 (36%) 9 (64%) 14 
Jaundice 11(92%) 1(8%) 12 
Totals | 1,194(87.5%) 170 (12.5°%) | 1,364 


The term “ satisfactory” is a wide one, and represents 
the opinion of the transfuser: it may be taken to mean 


that the result was as good as could be expected, judged 
by the condition of the patient both before and after 
transfusion. For instance, 68% of the group of acute 
septic conditions are tabulated as having a satisfactory 
result, yet this result in many cases would be very fleeting 
and no more than would be expected with any transfusion 
in such a condition. Thus it is seen that 87.5% of all 
transfusions were considered to be of benefit to the patient 
and 12.5% were regarded as having produced no evidence 
of improvement. 


The Therapeutic Action of Preserved Blood 


The assessment of the value of a transfusion by means 
of a blood count is in most cases of very little value. The 
administration into the blood stream of extra fluid associ- 
ated with fresh plasma proteins so alters the blood volume 
that comparative erythrocyte and haemoglobin estimations 
are unreliable, and in a number of cases the second count 
may be Jower than the first by reason of absorption of 
fluid from the tissues. In massive transfusions—for 
example, in haematemesis—the giving of three to five 
bottles is seen to produce a substantial rise in haemo- 
globin, which is comparable to that obtained from trans- 
fusions with fresh citrated blood. Some doubt has, how- 
ever, been cast upon the erythropoietic action of preserved 
blood, and the general opinion among the physicians whose 
cases have been transfused is that preserved blood is not as 
efficient as fresh citrated blood. Nevertheless, the adminis- 
tration of stored blood does tide patients over the acute 
stage of their disease until the more rational treatment of 
the bone-marrow deficiency by iron or liver extract therapy 
can be instituted. 

As a life-saving measure in cases of acute haemorrhage 
there is no doubt whatsoever that preserved blood is as 
efficacious as fresh blood, while its convenience in adminis- 
tration and its immediate availability in large quantities 
are advantages which cannot be overestimated. Out of 
509 transfusions given for acute haemorrhage 463 (91%) 
were considered to be satisfactory and only 46 (9%) 
resulted in no obvious benefit. 

For chronic secondary anaemia and as a preparation 
for operation equally satisfactory results are obtained. 
Out of 316 transfusions given for secondary anaemia 292 
(92%) were considered satisfactory and 24 (8%) unsatis- 
factory. 

For post-operative shock and haemorrhage preserved 
blood has again proved its value. In such cases, however, 


unless a severe loss of blood has taken place, it is probable . 


that the plasma elements of the blood produce the major 
therapeuiic effect. The reduced blood volume occasioned 
by shock is increased by the administration of the plasma 
proteins, which raise and maintain the osmotic pressure 
and so draw fluid back into the circulation from the tissues. 
In such cases it is probable that the administration of 
plasma, plasma saline, or reconstituted dried plasma will 
produce a similar effect. The advantage of having the 
blood at hand in ‘such cases far outweighs any possible 
arguments against its therapeutic value as compared with 
fresh citrated blood. It is probable also that stored blood 
of considerable age is as efficacious as newly preserved 
blood, as the plasma proteins undergo little change with 
storage. In 177 cases of post-operative shock and haemor- 
rhage, 160 cases (89%) were satisfactorily transfused 
and 17 cases (11%) derived no benefit. 


Transfusion in the Anaemias 


Study of the dyshaemopoietic anaemias has shown that 
the rational treatment of most of them is by iron or liver 
extract therapy, and that blood transfusion is only of value 
in the acute phases or in those in which an aplastic ten- 
dency is manifested. It is the considered opinion of many 
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clinicians that fresh blood gives a more pronounced imme- 
diate result and is more prolonged in its effect, and thus 
if stored blood is to be used it should be the freshest 
available. Aged erythrocytes and those in which the fra- 
gility has been increased have only a short effective span 
of life and can therefore have little lasting value. It 
should, however, not be forgotten that probably the most 
important feature of any blood transfusion in all, and 
especially the chronic, anaemias is the provision of an 
immediately available store of organic iron (or possibly 
even of haemoglobin) for utilization by the marrow. Cases 
of leukaemia are rarely benefited by any form of blood 
transfusion, and preserved blood appears to have only a 
very temporary effect and to be less valuable than fresh 
blood in cases of the haemolytic anaemias, agranulocytosis, 
and the haemorrhagic diseases—for example, purpura 
haemorrhagica. These defects of stored as compared with 
fresh blood are probably associated with the rapid destruc- 
tion of platelets and leucocytes during storage (Kolmer, 
1939). 


The administration of blood to cases of acute anaemia 
associated with sepsis has never been a very satisfactory 
procedure, and is associated with a raised reaction rate. 
The increase of haemoglobin is only temporary, and the 
administration of blood appears to be of value more for 
its complement and antibody factors than for its erythro- 
cyte content. As the complement value of preserved 
blood falls rapidly in the first forty-eight hours it would 
seem that in these cases also the administration of fresh 
blood is preferable to preserved blood. Out of 163 trans- 
fusions administered in cases of acute sepsis, 52 (32%) 
were unsatisfactory and 111 (68%) were considered satis- 
factory ; but it must be remembered that this satisfactory 
result was merely to a degree commensurate with the con- 
dition of the patient. : 


Transfusion in Various Conditions 


In multiple injuries and shock blood transfusions have 
been shown to be of great value (Cannon ef al., 1917), 


again most probably because of the plasma elements pro-- 


ducing an increase in blood volume. Saxton (1937) 
showed that in the Spanish Civil War the mortality rate 
in cases of severe injury was lowered by transfusions of 
stored blood from an estimated rate of 90% to 609%. Here 
again the advantage of having the blood on hand and 
ready for immediate administration outweighs any other 
objection, and in military engagements, where facilities 
for taking fresh blood in large quantities become almost 
impossible, preserved blood or plasma will find its greatest 
field of usefulness (Edwards, Kay, and Davie, 1940). In 
this series the number of such cases is small and no 
definite conclusions can be drawn. The place of plasma 
transfusion in these cases is receiving attention at the 
present time not only in our service but all over the 


_ world. 


In jaundice the prothrombin content of the blood is 
lowered, and on the investigation of Rhoads and Panzer 
(1939), who showed that the prothrombin value of pre- 
served blood falls rapidly, it would appear important that 
fresh blood be used. The administration of vitamin K 
and bile salts has, however, been shown to increase this 
content of the patient’s blood, and unless an anaemic factor 
is present the administration of blood appears to be now 
unnecessary. Preserved blood was, however, administered 
with benefit in 11 out of 12 cases of obstructive jaundice, 
but as vitamin K and bile salts were also given no con- 
clusions can be drawn. 

In children acute haemorrhage and post-operative shock 
respond to preserved blood as in adults, but cases. of 
sepsis and blood diseases, particularly those of the new- 


born—conditions which make up the major indications for 
transfusion in children—appear to respond poorly to 
stored blood. 


One of the most satisfying aspects of the use of pre- 
served blood has been the reports of its use in those 
places where formerly there was often a very considerable 
delay before blood could be given. This has been par- 
ticularly so in cases operated on in nursing homes and 
for maternity patients on the district. The administration 
of blood to patients in their own homes has now become 
a recognized procedure, and, provided the practitioner 
familiarizes himself with the apparatus, is as easy as in 
the hospital ward. 


Conclusion 


Our investigations appear to indicate that the response 
to the administration of preserved blood is clinically satis- 
factory in cases of acute haemorrhage with or without 
shock and in chronic secondary anaemia. In these groups 
the ready availability of stored blood in bulk marks a 
true advance over the individual donor system. For cer- 
tain other diseases of the haemopoietic system, however, 
and for cases of anaemia associated with sepsis, the 
administration of fresh blood is to be preferred, and in our 
opinion the organization of a blood bank should be elastic 
enough in its regulations to make available freshly drawn 
blood for selected cases even when large stocks of older 
blood are awaiting distribution. 


Summary 


An account is given of the organization of the Merseyside 
War Blood Bank and of the technique adopted for the collec- 
tion, storage, and administration of preserved blood. 


A wastage of 9%, of the blood collected is reported. The 
causes for this are investigated and the means of reducing it 
discussed. 

The reaction incidence (rigors) is found to be 5%, over the 
whole series, and this is examined in relation to the various 
clinical states for which transfusions were administered and 
also compared with the reaction incidence in transfusions of 
fresh blood. Similar analyses are made of other complica- 
tions of transfusion—for example, haemoglobinuria, anuria, 
jaundice, urticaria, etc. 

The incidence of most complications is found to increase 
with the age of the preserved blood, and it is recommended 
that stored blood should if possible be administered before it 
is ten days old. 

The therapeutic value of administration of preserved blood 
is considered for the whole of the 1,364 transfusions reported 
and the differences of the results are examined in relation to 
a number of clinical subdivisions of the cases—for example, 
acute post-haemorrhagic anaemia, chronic secondary anaemia, 
post-operative shock with or without haemorrhage, acute and 
chronic septic states, anaemias of infancy and childhood, etc.’ 


Our grateful thanks are due to the honorary and resident 
staffs of all the hospitals supplied by the Merseyside War 
Blood Bank for forwarding medical reports and records and 
for réporting all complications and difficulties that have arisen 
during the administration of preserved blood. Without their 
willing co-operation this analysis would not have been possible. 
Mr. Douglas J. Kidd has very kindly drawn the illustrations. 
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THE MEDICAL TREATMENT OF PEPTIC 
ULCER* 


BY 


SIR EDMUND SPRIGGS, K.C.V.O., M.D., F.R.C.P. 
PART II 
Discussion of Personal Anxieties and Rearrangement of Life 


In the course of treatment careful attention must be paid 
to the state of mind. Jt is known that mental strains pre- 
dispose to peptic ulcers and to their recurrence. We have 
seen many cases which confirm in this respect the study of 
Daniel Davies and Macbeth Wilson (1937). The patient 
is encouraged to bring to light difficulties and anxieties. 
Some folk have not before had a chance to think quietly 
about their circumstances as they can and do at a time of 
rest. A discussion of this kind should be sympathetic, and 
encourage the patient to talk, rather than be an inquisition. 
In family matters it is always a help to see the relatives. 
The mental relief of coming to a decision about former 
overwork or maladaptation, or even simply of telling the 
story to a reliable confidant, is a factor in recovery and in 
the prevention of recurrence. 

In the latter part of the time in bed, when the urgency 
of allaying symptoms is gone, the daily routine on return- 
ing home is considered, suggestions being discussed for 
food, work, rest, and other adjustments. This part of the 
treatment should not be left until just before departure. 


The Second Month 


After a month’s treatment the progress, as judged by 
the general state, symptoms, and signs, is verified by a 
second x-ray examination. By this time—or often much 
earlier, as mentioned above, if pain, other symptom, or 
blood in the motions persists—any complication will be 
revealed or suspected and suitable treatment followed, in- 
cluding surgery if needed. 

In most cases symptoms are now gone, and either the 
crater of the ulcer is no longer visible or, more usually, 
its site can just be detected. A large ulcer may be smaller 
but still there. We know, from researches to be men- 
tioned below and from gastroscopic studies, that the 
filling up of a crater does not mean that an ulcer is 
healed. The patient continues, therefore, the regime of 
diet and medicines, but, provided that pain is gone, begins 
to get up, first for bath and toilet ; then he sits up an hour 
or so in the afternoon; and later takes short walks, five 
minutes at first, then longer ones every day or two. He 
also lies out-of-doors in a shelter for an increasing time 
when weather permits. The full rest-hours in bed con- 
tinue—namely, 12 to 1, after lunch, and 6 to 7 p.m. The 


_ danger at this stage is that the patient, being relieved of 


symptoms although he understands that the ulcer is not 
soundly healed, feels that he ought to return to his duties 
and “ finish the cure at home” by “ being careful.” He 
is always told at first of the length of treatment advised, 
and sometimes is given also a statement on paper, such as 
is printed in Appendix II. Not a few of our patients, who 
have felt so well in three or four weeks that they have 
returned home, have followed a regime carefully, but have 
suffered relapse and returned for full treatment ; and some 
who have left with half-healed ulcers have had severe or 
even fatal haemorrhage or perforation within a few months. 
The wisest plan is to give an ulcer the most thorough 
treatment available so soon as its presence is known. 


Adjustment of Diet in Second Month 


The changes made do not alter in principle the food of 
the “full diet for healing ulcer” given in Part I, but fit it 


* Concluded from page 39, 


to the personal taste so far as possible. The patient is asked 
what dishes are most irksome and what he would like. 
It is explained that the food is intended to be nourishing 
and palatable but that strong tastes, condiments, or 
seasonings that “ make the mouth water ” are left out be- 
cause they are likely to increase the flow of acid gastric 
juice. Among such variations, stated roughly in order, 
are: the addition of tea, one part in three, to the milk at 
tea-time and later the same at breakfast; more, or less, 
plain sauce with fish, etc. ; alterations in the amounts of 
other food ; more cold fat bacon at breakfast ; later, jelly 
marmalade, no shreds ; some light meat or egg dish instead 
of fish in the evening ; different kinds of miik puddings, 
jellies, blancmange, and, later, light suet pudding ; varieties 
of biscuit or plain cake and a little jelly or jelly-like jam 
at tea-time ; a little cream cheese (not salty) or a plain 
mild cheese, with bread or plain biscuit, instead of a sweet, 
for those who prefer it. A small piece of cheese must be 
well chewed up with a larger piece of biscuit, toast, or 
bread before it is swallowed. 

Each of these or similar variations is made on one day 
only, and the effect noted for a day or two. If symptoms 
return another tood may be tried, and so on. If the 
patient is comfortable and satisfied with the diet it should 
not be altered. Much depends on the skill of the cook 
in preparing and the dietist in ringing the changes on 
allowable foods, and in serving meals hot and in as 
pleasant a form as possible. As J. H. Anderson pointed 
out, it is often a help for the doctor to visit the patient at 
a mealtime. 

At the end of the second month a further skiagram is 
taken. If there is no sign of the ulcer when the part on 


which it lay is brought into accurate profile as well as— 


en face and its strial pattern is studied in detail it is now 
probably covered with a reasonably resistant membrane ; 
and the gastroscope is available to confirm or aid the 
radiology. 
Diet After the Second Month 

The next step ts to add a fruit purée, usually stewed 
apples mashed up with cream, one tablespoonful to begin 
with, at the midday meal. It is taken after other food so 


that it may mix with it in the stomach. If there is no 


symptom a tablespoonful of boiled greens passed through 
a sieve is given on a different day ; such as lettuce, young 
cabbage or the white heart of older cabbage, spinach, 
Brussels sprouts, or cauliflower, mixed with butter or 
cream. This is tried for two or more days. If the mashed 
stewed fruit and sieved greens are both well borne one can 
then be taken at the midday and the other at the evening 
meal. When there has been no symptom for a couple of 
months the well-chewed pulp of ripe raw fruit may be 
tried in the same way—always after other food, not 
between meals. Salads are not recommended. Coffee is 
postponed until later, and when taken should be used 
only as a flavouring in milk. It is a good plan, now and 
later, for the patient to have available for the day 5 oz. 
of cream? in a quart of milk to which is added a teaspoon- 
ful or more of sodium citrate. The patient can drink 


_from this at intervals, and especially between meals. 


Length of Treatment 


The treatment must be continued long enough. I have 
advised in most cases a three-months course—the first 
month in bed, the second month gradually getting up and 
increasing exercise, and the third month a holiday on a 
fixed regime. This advice is founded on clinical experi- 


ence and experimental evidence. It has long been known | 


(Griffini and Vassale, 1888 ; Bolton, 1908-10), and is con- 
firmed by a mass of later work, that healing ulcers, seen at 


+ The “ cream 


now made from margarine is probably equally 
good. 
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operations, necropsies, or in experiments on animals, may 
be covered over in a week or two, but it is often three 
months before the irregular new mucous membrane is a 
few cells thick. That is still far less than the thickness of 
the normal lining, and the epithelial and glandular cells are 
not of the same quality as the original ones. Older ulcers 
are slower in gaining their first cover of epithelial cells ; 
and fibrous tissue and collections of lymphocytes may be 
more prominent beneath the surface than glandular struc- 
ture (Stewart, 1929; Robertson, 1939). The patient is 
told that the absence of symptoms does not mean the ulcer 
is healed, and that three months is the shortest time in 
which reasonable safety from recurrence is likely to be 
gained. 


The correctness of this practice, which we have followed 


for many years, has been confirmed by recent work with 


the gastroscope (Rodgers and Tanner, 1939). 

The holiday for the third month is not always taken, 
because the patient feeis well and believes, still more 
strongly than when pain was relieved after three or four 
weeks, as described above, that duties can now be re- 
sumed. It is explained that the healing of the ulcer is a 
good beginning but that success depends on keeping well 
afterwards, and that the tendency to recurrence must be 
borne in mind. The patient is apt to think of diet and 
less of the other factors of rest, freedom from overwork 
and daily anxieties. In a typical healing case it is in the 
long run a saving of time, disappointment, and expense 
to take the holiday. 

No patient is regarded as cured until the symptoms have 
ceased, the motions have been free from occult blood for 
several weeks, the haemoglobin percentage is normal, and 
the x-ray evidence is gone. The last should be confirmed, 
if necessary, by the gastroscope. 


After-treatment 


In working life a rest before lunch may not be possible, 
though one after lunch can often be managed, as well as 
the rest before the evening meal. Every two to three 
hours some food should be taken, such as milk and a 
biscuit between meals. Beer, spirits, and wine are in my 
experience adverse influences. If taken at all a much- 
diluted spirit—for example, a tablespoonful of whisky in 
a tumbler of water or soda-water—sipped with the food, 
is the least harmful. Alcohol on an empty or nearly 
empty stomach, as at cocktail time, is always to be 
avoided. Tobacco should be taken only after a meal, and 
in moderation. Much motoring seems to be harmful for 
the passenger and still more for the driver in those subject 
to ulceration: recurrence or a new ulcer may follow. Not 
a few people have developed a habit of going everywhere 
they can by car. For long journeys the train is better, less 
tiring, and more comfortable. Regular holidays, spent 
quietly, are advisable. 

Lastly, it is necessary to continue for years, and prob- 
ably always, the suggested restrictions of food, drink, 
tobacco, work, and play ; bearing in mind that the four 
elements of treatment laid down in the first paragraph are 
also to be used as preventive measures. The dietetic 
restrictions are not severe, for the food needed can be 
found on any ordinary table; and to avoid or reduce 
alcohol and tobacco, and prevent fatigue, tends to promote 
the health and lengthen the life of all, whether subject to 
dyspepsia or not. 

Most of the patients with peptic ulcers have recovered 
with the above routine and have kept well. The later 
history of a great number of them is known to us. Ina 
proportion of cases surgery has been advised and has 
restored health—especially of late years a partial gas- 
trectomy. Pyloric and duodenal ulcers are often slower 


in healing than those on the lesser curvature of the 
stomach ; they do, however, if uncomplicated, get well. 
Jejunal ulcers (Picton Davies, 1935) are also slow, but 
have healed on the regime detailed. 


Summary 


The treatment of peptic ulcer, with or without recent 
haemorrhage, by immediate feeding is described in detail 
as now used in the Ruthin Castle clinic, also various 
changes for different cases. The method followed the 
work of H. Lenhartz and has been used by myself and my 
colleagues, with modifications, for thirty-four years in most 
of 730 cases in the clinic and in a great number of others. 


The method differs from many regimes in that egg albu- 
men, and usually olive oil, are taken into the stomach at 
once with the purpose of binding the gastric acid, lessen- 
ing its secretion, and soothing the inflamed area. Increases 
of food are made almost daily, according to progress; a 
reasonable variety and enough food value for a person in 
bed are often reached in ten to fourteen days. 


In the treatment of peptic ulcer diet is one factor ; 
others are physical and mental rest and suitable medica- 
tion. The healing of the ulcer should be proved by 
x rays and, if necessary, excepting duodenal and some 
pyloric and jejunal ulcers, by the gastroscope. 


Appendix I 


We use Gregersen’s slide modification of the benzidine test 
as a routine method (Gregersen, 1919). An account is given 
by G. A. Harrison (1937). On a plain diet, with meat once a 
day, a blue colour developing in fifteen seconds on repeated 
examination is regarded as probable evidence of blood, and in 
thirty seconds as suspicious. Due regard is paid to the 
amount of muscle debris seen microscopically. A minute 
amount of blood from tooth-brushing (or an ulcer) will not 
give a positive test. We have found that at least 0.7 c.cm. of 
blood in an ordinary motion weighing 100 grammes is needed. 

In cases of doubt calling for a confirmatory test on a haemo- 
globin-free diet the more delicate haematin extraction and 
spectroscopic tests are used. 


A. J. LEIGH, B.Sc., Ruthin Castle Laboratories. 


Appendix II 


Example of Advice given to the Patient when the Diagnosis 
is made 


With proper treatment an ulcer is usually soon covered wiih 
a thin skin. The symptoms often cease and the patient feels 
he can return to his duties; but the ulcer is not yet soundly 
healed, and is likely to break down with unsuitable food or 
drink or any physical or mental strain. It is known that it 
may take three months for a membrane a few cells thick to 
grow over an ulcer. The normal covering is thicker. 


Adequate treatment consists of a full month in bed, begin- 
ning with olive oil, egg and milk, and a diet which increases a 
little every day or two. Physical and mental rest are as 
important as diet. Suitable medicines are prescribed. At the 
end of a month the condition is reviewed with the aid of 
another x-ray examination and, if necessary, the gastroscope. 
If progress is satisfactory you will then begin to get up gradu- 
ally, another examination being made a month later. If all 
goes well the third month may be a partial holiday, with 
gentle walks and the like. Most people with your complaint 
who have had this treatment have become well and with care 
afterwards have kept well. 

Treatment in your case began on September 8. The first 
review with x rays will probably be made about October 8 
and the second about November 8. 


Appendix III 
Copy of Instructions given to a Business Man after Two 
Months’ Treatment 
(Occasionally a patient is not tolerant of olive oil, which 
would then be omitted and a substitute given, as mentioned 
in Part I.) 


a - 
he \ a 
4 
\ 
\ 
d 
> 
r 
C 
t 
f 
1 
> ay 
| 
= 
| 
| 
. 
5 
itt 
z 
tix 


80 fury 20, 1940 


MEDICAL TREATMENT OF PEPTIC ULCER Tue Britisn 


MEDICAL JOURNAL 


The diet should be simple and wholesome, avoiding highly 
spiced, salted, and twice-cooked foods, and those containing 
shreds, pips, or hard pieces, meat soups, strong sauces, rich 
gravies, and hot fats. Any tender meat may be taken with 
other food. Limit for the present the sieved vegetables to once 
a day and take orange juice after food as the only fruit. Ina 
fortnight try adding apples, well stewed or as a purée with 
a little cream, at one meal. Eat slowly, chewing all food well, 
and allow enough time for meals. 


The following is an example of a menu from which the 
day’s diet is to be chosen: 

Break fast.—Porridge and cream ; cold ham or boiled egg ; 
toast, butter; jelly marmalade; milky tea, and later 
milky coffee. sh 

10.30 a.m.—Cup of chocolate and biscuit. 

Lunch.—Mutton, chicken, lamb, young rabbit, veal, game 
(not high), or tender beef: potato; sieved vegetable ; 
milk, custard, or light steamed pudding; toast, butter ; 
cream. 

Tea.—Milky tea ; bread-and- butter ; jelly or honey ; plain 
cake ; biscuit. 

Dinner.—Fish, sweetbread, brains, tripe, cutlet, tongue, 
chicken, or egg dish; potato ; cold sweet—for example, 
jellies or blancmange—or milk pudding ; toast, butter ; 
cream ; juice of one orange. 

10 p.m.—Benger’s food. 

Smoking and alcohol are not advised. Take a walk daily, 
short of fatigue. Avoid chills, colds, and getting wet. Retire 
at 10 p.m. While on holiday always rest, lying down, before 
lunch and dinner. On return to work rest after lunch if 
possible, but in any case rest a full hour before the evening 
meal. 

Continue the liquid paraffin night and morning, modifying 
the dose as required, a dessertspoonful of olive oil half an hour 
before lunch and dinner, and the powder three times a day 
after food ; or other medicines as advised. No change should 
be made in this regime without consulting your doctor, who 
has a full report, with copies of prescriptions, and will modify 
the treatment as needed. 

No work should be attempted for another iaiieii. In the 
meantime lead a quiet regular life ; avoid hurry, long-continued 
effort, and talking for long periods ; alternate activity and 
rest, compensating for extra effort with extra rest. The return 
to work should be gradual, beginning if possible with two to 
three hours a day for the first week. 

The condition should be reviewed, with radiographs, in six 
months. 

Appendix IV 
Copy of Instructions given to an Elderly Housewife 


The diet should be simple and wholesome, avoiding pastry, 
highly spiced, salted, seasoned, and twice-cooked foods, and 
those containing shreds, pips, hard pieces, and skins. Green 
vegetables should be sieved, roots mashed, and fruit taken as 
fruit juice, jelly, or purée. 

The following is an example of a menu from which the 
day’s diet is to be chosen: 

Morning Tea with Milk. 

Breakfast.—Porridge and cream; cold boiled or grilled 
bacon and egg; toast, butter; jelly marmalade; milk 
flavoured with tea or coffee. 

10.30 a.m.—Milk and rusks, or biscuits. 

Dinner.—A little mutton, tender beef, chicken, sweet- 
bread, or tripe; mashed potato; sieved vegetables; 
plain baked or milk pudding, junket ; thin toast, butter ; 
cream; the juice of an orange in water with glucose. 

Tea.—Bread-and-butter ; fruit jelly ; plain sponge cake; 
flavoured milk. 

Supper.—Fish (varied) or any light dish ; cold sweet, milk 
pudding, or custard ; stewed fruit; bread (not new) or 
thin toast, butter ; cream. 

10 p.m.—Milk and rusks, or biscuit. 

Breakfast in bed; rest for an hour before lunch and again 
before dinner; bed not later than 10 p.m. Exercise should 
be limited to a gentle walk on the level morning and after- 


noon, gradually increasing up to an hour a day. Long motor 
runs are to be avoided. Continue the liquid paraffin and 
the olive oil, one dessertspoonful each twice a day, and the 
alkaline powder three times a day after meals, 


A full report, with all the prescriptions, has been sent to 
your doctor, who will modify the treatment. A return in 
a few months is advised for re-examination. 
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EFFECTS OF A SUPPLEMENT OF 
VITAMIN B (ADSORBATE) ON 
THE GROWTH OF INFANTS 


BY 
MARGARET R. PRICE, M.R.C.S., L.R.C.P., D.C.H 


Since it has been recognized that, apart from the 
existence of frank deficiency diseases due to hypo- 
vitaminoses, minor degrees of ill-health may arise from 
mild degrees of vitamin deficiency, the question has arisen 
as to how far the health and development of infants may 
be improved by increasing the vitamin content of their 
feeds. With regard to the vitamins C and fat-soluble 
A and D there is general agreement that they should be 
supplied to artificially fed babies in the form of citrus 
juice and cod or other liver oil. 

The position as regards vitamin B, is less clearly 
defined, and reports of the clinical effects of supplements 
given to infants appear contradictory. Thus Gaynor and 
Dennett (1934) gave a supplement of the vitamin 
extracted from rice polishings and found that the infants 
receiving it made better growth on an average intake of 
35 calories per lb. body weight than did their control 
group on an intake of 45 to 55 calories per lb. They 
recorded also that the children receiving the supple- 
ments were more advanced in teething and in learning 
to crawl. Elias and Turner in 1936 gave supplements of 
wheat germ or brewer's yeast to 121 babies, and 
observed also 117 control children, all 238 being well 
fed. They did not find that the supplement improved 
the rate of growth or the incidence of gastro-intestinal 
disease in their series. 


Clinical Investigation 


The clinical observations reported here were under- 
taken in order to determine the effect of vitamin B, 
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supplements given to young children of London mothers 
attending with their babies at the child welfare clinic of 
the Royal Free Hospital. In view of the numerous 
environmental factors which can affect the progress of 
infants under widely differing home circumstances it was 
decided to take the infants without any form of selec- 
tion. To this end alternate babies seen were given the 
vitamin supplement, the others being observed as con- 
trols. All on bottle-feeding received A and D supple- 
ments and all anaemic infants were given iron. The 
extra vitamin B, given was 100 international units (300 y) 
daily in the form of a tablet of kaolin adsorbate from 
a natural source which had been standardized by the 
electrocardiographic method (“ pulvis vitamin B,,” B.P. 
Addendum). This dose was chosen as one which would 
fully cover the children’s requirements, estimated by 
Knott (1936), of 20 I.U. per kilogramme. The tablet was 
crushed to powder and added to one feed. 

The babies were observed over periods of from three 
to six months. They were weighed and their sitting 
height recorded, the criteria being the average weight 
increase per month and the height increase over four 
months. Random selection of the infants gave the 
following distribution among the experimental and 
control groups: experimental—boys 30, girls 20; control 
—boys 26, girls 25. 

Table IA gives the experimental findings as to weight 
for all infants in both groups, irrespective of sex. Table 
Ifa shows the comparative figures for treated and un- 
treated boys, and Table IIIA for girls. Tables Is, IIs, 
and IIIB give the corresponding data in respect of height. 


TABLE IA 
Mean Weight Range Coefficient 
No. Increase of o of € 
(oz. per Month) | Increase Variation 
Control .. SI 21.43 1-31 S57 26.0% 0.78 
Treated .. 50 23.66 8-40 6.71 28.4% 0.95 


The significance of the observed difference is tested 
by the usual formula: 
Ve? + V 0.78: + 0.95" 
This yields 1.81, corresponding to a 12 to 1 probability 
that the difference is significant. 

Taken alone this observation could not be regarded as 
highly significant, but examination of the increase in 
height shows a more striking difference between the two 
groups, as set out in the following table. 


TABLE IB 
Mean Height In- | Range Coefficient 
No. |crease in 4 Months of Ts of | € 
(Eighths of Inch) | Increase Variation 
Control .. 51 15.30 1-26 4.51 29.4% 0.63 
Treated .. 50 17.76 8-27 5.03 28.3% 0.71 
17.76 — 15.30 


The test for significance yields §=§—————— = 2,59, 
V 0.712 + 0.63" 
corresponding to a 100 to 1 probability that the result 
is significant. 

In view of the slightly different number of boys and 
girls in the two groups, due to their random selection, 
it appears desirable to examine the data for boys and 


girls separately. The figures for boys are as follows: 
TABLE ITA 


Mean Weight Range 


Coefficient 
No. Increase of o of 


(oz. per Month) | Increase Variation 
Control .. 26 21.23 1-29 5.98 28.2% 1.16 
Treated .. 30 24.40 14-40 29.1% 1.30" 


The test for significance, computed as before, yields 1.83, 
corresponding to a 14 to | probability that the result is 
significant. 

The following table sets out the data for height (boys 
alone). 


TABLE IIB 
Mean Height In- | Range Coefficient 
No. |crease in 4 Months of o of | € 
(Eighths of Inch) | Increase Variation 
Control .. 26 15.58 0-26 5.30 34.0% 1.04 
Treated .. 30 18.30 - | 10-27 4.30 yh he 0.78 


The test for significance yields 2.09, corresponding to 
approximately a 26 to 1 probability that the result is 
significant. 

For girls only the weight-increase figures are shown in 
the following table: 


TABLE IIIA 
Mean Weight Range Coefficient 
No. Increase of of € 
(oz. per Month) | Increase Variation 
Control .. 25 21.64 10-31 5.13 23.8% 1.04 
Treated .. 20 22.55 8-36 6.07 yi oye 1.36 


The test for significance yields 0.5, indicating that the 
difference cannot be regarded as significant. The follow- 
ing table sets out the data for height (girls alone). 


TABLE IIIB 
Mean Height In- | Range Coefficient 
No. jcrease in4 Months of oT of € 
(Eighths of Inch) | Increase Variation 
Control .. 15.00 10-23 3.94 26:3 0.79 
Treated .. 20 16.95 8-27 5.87 34.6% 1.31 


The test for significance yields 1.275, corresponding to 
a 4 to | probability that the result is significant. 

To test the hypothesis that there might be a sex differ- 
ence, boys~and girls in the treated group were contrasted. 
The figures may be extracted from Tables Ha and IIB 


for the boys, and Tables IIA and IIIB for the girls. 


Applying the test for significance, as previously set out, 
we find in respect of weight a figure of 1.0, which indi- 
cates that on thirty-three occasions out of 100 this result 
would be obtained by chance alone; and in respect of 
height a figure of 0.9, which is even less significant. The 
difference between boys and girls cannot therefore be 
regarded as significant. The pooling of the figures for 
boys and girls, as in Tables IA and Is, is thus justified, 


_ notwithstanding the slightly different numbers of the two 


sexes. 
Conclusions 


For boys alone the figures may be regarded as signifi- 
cant, since the observed difference in height increase 
would arise by chance less than four times in 100. 
For girls the figures if they stood alone would be merely 
suggestive, since the probability that they are significant 
is not greater than 4 to 1. In view of the fact that the 
treated group comprised only twenty girls this is not 
surprising. 

Taking both sexes together, however, it can be asserted 
that there is a 100 to 1 probability that the greater raie 
of growth of the treated group is significant. The figures 
for weight do not carry the same degree of certainty, 
and it is unfortunate that, owing to the outbreak of war, 
the experiment had to be cut short before it had reached 
the total 200 cases envisaged. 

The apparently contradictory results previously ob- 
tained from supplementary feeding of vitamin B, to 
babies may perhaps be partly explained by additional 
information about the vitamin B, content of milk which 
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has become available since the clinical study was begun. 
Thus Widenbauer and Heckler (1939) found that cows’ 
milk varied from 13 to 57 y per 100 grammes, with an 
average figure of 32 y, and ialean milk from forty-two 
working-class women varied from 2 7 to 36 y per 100 
grammes. Morgan and Haynes (1939) similarly found 


that the milk of two women on very different B, intakes. 


contained II and 32 y per 100 grammes, and that 5 mg. 
daily of crystalline B, given to both mothers for a month 
resulted in an increased B, content of the milk which had 
previously contained 11 y but no increase in the other milk. 


From these osiiadiinathons and from the clinical results 
recorded it therefore appears probable that supplements 
of vitamin B, derived from natural sources and providing 
not less than 100 units daily can usefully be given to 
infants whose progress is unsatisfactory. 


Acknowledgments are made to Dr. Chodak Gregory for per- 
mission to publish these observations and for her advice, also 
to Mr. H. C. H. Graves of Vitamins Limited for supplying 
the vitamin B, preparation used at a much reduced rate and 
for statistical treatment of the results. 
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POST-OPERATIVE PULMONARY 
COMPLICATIONS 


BY 


B. N. SIRCAR, M.B., B.S., D.A. 


AND 
F. K. BOSTON, M.A,, M.B., B.Chir “9 D.A. 


Assistants in the Nuffield Department of Anaesthetics, 
University of Oxford 
In the course of a lecture one of New England’s leading 
surgeons recently said: “ Post-operative pulmonary com- 
plications are in the majority of cases embolic and not 
anaesthetic. The anaesthetist and the anaesthetic are very 
seldom, if ever, the cause of post-operative complications.” 


This generous attitude is in marked contrast to that of the 


surgeon who is willing to lay every post-operative pul- 
monary complication at the feet of the anaesthetist. We 
feel that when considering the post-operative pulmonary 
complications it is difficult to dissociate the responsibilities 
of anaesthesia from those of surgery, since both surgeon 
and anaesthetist work upon the patient. 


._Aetiological Factors 


The common types of post-operative pulmonary com- 
plications are bronchitis, bronchopneumonia, lobar pneu- 
monia, lung abscess, pulmonary oedema, and atelectasis. 
In order to avoid post-operative pulmonary complications 
the following aetiological factors have to be considered. 


The Patient—Every patient should be considered individu- 
ally. The ability to withstand physiological insults varies 
according to age, type, the state of general health, etc.; it 
being greatest in young healthy adults and least in elderly 
patients and young children. 


Sex.—Post-operative pulmonary complications occur more 
often in males than in females, a possible explanation being 
that men tend’ to breathe more with their diaphragm and 
women more with their thorax; thus when the movements 
of the diaphragm are restricted after upper abdominal opera- 
tions the males suffer more from lack of expansion of the 
lungs. 

Season.—Operation during the winter and spring months 
carries a greater risk of respiratory complications than if 
performed during the summer months. 


‘cations following “ high ” 


Operation.—The type of operation has more influence than 
the anaesthetic agent upon the tendency to develop post- 


‘operative pulmonary complications. Abdominal operations, 


especially in the upper region, give rise to a greater propor- 
tion of post-operative pulmonary complications than do opera- 
tions in other parts of the body. 

Pre-operative Medication—Routine dosage should be 
avoided. Each patient must be considered separately to avoid 
respiratory depression during anaesthesia. The tendency to 
give basal narcosis to all patients carries with it the danger 
of respiratory obstruction (incomplete or complete) before 
anaesthesia starts, too great respiratory depression and diffi- 
culty of gauging the depth of anaesthesia during operation, 
and respiratory depression and risk of obstruction after anaes- 
thesia. It is essential to have a competent person to supervise 
the airway and general condition throughout the whole period 
of unconsciousness, 


Points in Anaesthesia 


Agent.—The relation of the anaesthetic agent to the 
development of. post-operative pulmonary complications 
can be evaluated only when a series of similar operations 
are performed with each agent, other factors being the 


same. Ether has been blamed for causing a high rate 


of post-operative respiratory complications. It is our im- 
pression, however, that, given adequate premedication, the 
skilful administration of ether to patients without pre- 
existing pulmonary lesions does not lead to a larger pro- 
portion of post-operative pulmonary complications than 
any other anaesthetic agent. In patients already suffering 
from a pulmonary lesion it is advisable to employ a non- 
irritating agent such as nitrous oxide or cyclopropane, 
but it is by no means certain that ether cannot be used 
with safety in these patients also. 


Depth of Anaesthesia.—lt is'a well- fact that 
the deeper the plane of anaesthesia the greater the liability 
to post-operative pulmonary complications. This is due to 
(1) depression of the respiratory centre, resulting in shallow 
breathing ; (2) intercostal paralysis; and (3) general loss 
of muscular tone. The frequency of respiratory compli- 
spinal anaesthesia can also be 
explained by the above factors. Even a short period 
of deep anaesthesia carries with it a much greater risk of 


subsequent respiratory complications than a much pom 


period of light anaesthesia. 


Duration.—This is of little importance provided a light 
plane is maintained. Surgeons who insist on deep anaes- 
thesia throughout the period of operation expose their 
patients to a greater risk of post-operative pulmonary 
complications. 


Management of Anaesthetic Period. _The anaesthetist 
must keep a careful watch over his patients for untoward 
signs and symptoms during the anaesthetic period so that 
these can be corrected as soon as they appear. The most 
important factors in the production of post-operative pul- 
monary complications are an obstructed airway, either 
partial or complete during or immediately after the period 
of anaesthesia, and the inhalation of vomitus or other 
foreign material. Respiration may be hampered by awk- 
ward positions required for certain operations. We have 
seen embarrassment of respiration and even partial collapse 
of the lung occur as immediate sequels to the use of the 
bridge in gall-bladder or kidney operations. The bridge 
should be wound up gently to minimize the above com- 
plications. After its use the anaesthetist should satisfy 
himself that adequate lung expansion is present on both 
sides before he allows the patient to return to the ward. 


The Post-anaesthetic Period 


Post-operative Sedatives——Adequate respiratory move- 
ments are essential in the post-anaesthetic period to mini- 
mize the risk of pulmonary complications. Diminution of 
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respiratory movements may result either from pain due 
to inadequate sedation or from depression of the respira- 
tory centre by excessive sedation. Post-operative sedation 
should therefore be such that adequate relief of pain is 
obtained with the minimum of respiratory depression. 

Prophylaxis—The management of the patient in the 
post-anaesthetic period can have an important influence on 
the avoidance of post-operative pulmonary complications. 
Respiratory obstruction must be avoided either by the use 
of an artificial airway or by the maintenance of a suitable 
position until the reflexes have returned sufficiently to 
safeguard the patient from asphyxia or from the inhala- 
tion of foreign material. A depressed patient must not be 
allowed to lie in one position for any length of time. 
Frequent change of posture is necessary for adequate ven- 
tilation of all parts of the lungs. In an unconscious 
patient this “ stirring up” may be aided by adding carbon 
dioxide (not with oxygen) to the inspired air to stimulate 
deep breathing. The virtue of air is that the nitrogen is 
not readily absorbed, and so pulmonary collapse is pre- 
vented. It is inadvisable to hyperventilate with carbon 
dioxide-oxygen mixtures or to leave rapidly absorbable 
gases (nitrous oxide, oxygen, cyclopropane, etc.) in the 
alveolar spaces at the finish of an inhalation anaesthetic, 
especially in depressed patients. Neglect of this precaution 
may lead to pulmonary collapse. 


Tracheo-bronchial Toilet 

Certain cases of pulmonary complications are due to 
the collection of viscid secretion or foreign material in the 
tracheo-bronchial tree. Cough and ciliary action are the 
normal means of removing such collections. If the cough 
is depressed by drugs it must first be stimulated in every 
possible manner. It can often be made effective by active 
encouragement, change of position, and simultaneous 
manual support of the abdominal wall. 

Finally the tracheo-bronchial tree can be cleared, if 
necessary, by suction applied directly by means of a small 
catheter passed through an intratracheal tube. The latter 
can be inserted either blindly through the nostril, or 
through the mouth by direct vision with a laryngoscope. 
In the conscious patient the base of the tongue and larynx 
must first be anaesthetized with a fine spray of cogaine 
solution. As this procedure causes paralysis of the pro- 
tective laryngeal reflex the patient should not be allowed 
anything by mouth for two to three hours afterwards. 
Even an unsuccessful attempt at the toilet manceuvre is 


sometimes beneficial since it stimulates the cough reflex 


to action. 
Summary and Comment 


We have tried to show the various factors which con- 
tribute towards the production of pulmonary complica- 
tions. It is the duty of every anaesthetist to use his judg- 
ment to prevent these complications. Proper choice of 


premedication, careful selection of agents and technique ~ 


in accordance with the type of patient and the nature of 
the operation, skilful management of the patient during the 
anaesthetic period, and adequate after-care will contribute 
greatly towards the prevention of these complications. 


A. M. Wolf and S. O. Levinson (Proc. Inst. Med. Chicago, 
1940, 13, 99) compared 1,279 cases of scarlet fever treated 
with scarlet fever convalescent serum with 205 treated with 
sulphanilamide in addition to convaiescent serum. The drug 
was given on the second or third day of disease for an 
average of five to nine days—that is, through the febrile 
stage—and for several days afterwards in a daily dose of 0.55 
grain per pound of body weight. Like other observers the 
authors found that the drug had no ameliorative effect on 
the acute symptoms, and the complication rates in the two 
series were almost identical. 


CONGENITAL ATRESIA OF THE 
OESOPHAGUS 


BY 


MILDRED I. EALING, M.D., M.R.C.O.G. 


Obstetrician in Charge of A.R.P. Maternity Home, 
Scarborough 


Cases of congenital atresia of the oesophagus appear to 
have received greater attention in American literature 
than in the British journals. Some of the more recent 
reports have indicated that the number of cases recorded 
during the past few years proves that the condition is 
not so rare as was formerly assumed. It is quite possible 


that some cases may have been diagnosed as broncho- 


pneumonia, the primary lesion having been overlooked 
because its symptoms were masked by those of the 
sequelae. 

Case Report 


The third child of a healthy mother was born after a normal 
labour on October 11, 1939. There was excess of liquor 
amnii, which was at first regarded as the cause of the child’s 
cyanosed and choked condition. Much mucus was removed 
from the pharynx by means of a catheter. The heart sounds 
were normal, but rales could be heard over the lungs shortly 
after birth. 

During the day the nose and throat were repeatedly cleared 
of fluid and the foot of the cot was kept raised. Next day 
mucus still oozed from the nose, and the chest signs persisted, 
there being indrawing of the lower costal margin. On putting 
the child to the breast it was found that after sucking for a 
few minutes it became distressed as a result of regurgitation 
of the milk. Later in the day occurred attacks of cyanosis 
aSsociated with the regurgitation of bile and blood-stained 
fluid. Attempts to feed with a pipette or spoon were un- 
successful, and a provisional diagnosis of atresia of the oeso- 
phagus was made. 

During the second and third days meconium was passed. 
The abdomen became increasingly distended, suggesting the 
presence of communication between trachea and oesophagus. 
All attempts at feeding by mouth were stopped. The child 
was given rectal glucose salines, and atropine and coramine 
were administered. Regurgitation continued, the fluid becom- 
ing. purulent and the signs of pneumonia more marked. Death 
occurred on October 14. 

Necropsy 


The body was that of a rather wasted male child with a 
distended abdomen. The upper two-thirds of the oesophagus 
ended in a blind pouch, while a fistulous communication 
existed between the lower portion and the trachea. The gut 
and stomach were distended with gas, the stomach containing 
only a little mucus. Liver and spleen were congested. Both 
lungs were the site of extensive bronchopneumonia, the lower 
lobes showing almost complete consolidation. The peri- 


‘cardium contained a little fluid. No other congenital abnor- 


mality was found. 
Discussion 

Rosenthal in 1937 reported on three cases occurring in 
two years in Long Island College Hospital, and raises 
the question whether this frequency is unique or whether 
the diagnosis is overlooked. The case recorded above is 
the secand that I have seen in two years. The other case, 
that of a female child, was seen by me two days after 
birth, when attacks of cyanosis and regurgitation of food 
were causing the medical attendant anxiety. The baby 
was admitted to a children’s hospital, where the diagnosis 
was confirmed. Death took place on the fifth day. 

In all the reports the presence of excessive mucus at 
birth has been noted. This condition, rapidly followed 
by the development of pneumonia, may easily result in 
the diagnosis of aspiration pneumonia being made with- 
out the true cause of the aspiration being established, 
the distress on feeding being attributed to the severe lung 
infection. 
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In one of the cases reported by Rosenthal and the case 
reported by Bull (1938) excessive liquor was present. This 
has been noted as a frequent accompaniment of congenital 
abnormalities. Two of Rosenthal’s cases, and also Bull's 
case and one reported by McClellan and Elterich (1934), 
showed additional congenital abnormalities. In no instance 
is mention made of a familial history of congenital ab- 
normalities. It may be worth noting that the mother of 
the baby whose case is here described stated that her 
sister’s child died a few days after birth, having exhibited 
symptoms similar to those of her own baby. 

Tucker and Pendergrass (1933) point out that in most 
cases death is due not to starvation but to aspiration of 
secretions and the return of fluids and foods through the 
lower segment of the oesophagus when gastrostomy has 
been done. They stress the danger of increased aspira- 
tion during x-ray examination after the administration of 


bismuth or barium sulphate for diagnostic purposes, and 


advocate oesophagoscopy and bronchoscopy with explora- 
tion of the fistula in the posterior tracheal wall by a small 
opaque ureteral catheter. 


Few of these children live longer than seven days. The 
record for prolonging life appears to rest with Leven 
(1936), who reported a new method of surgical manage- 
ment of congenital atresia of the oesophagus. This 
consists of a two-stage operation of gastrostomy of the ex- 
teriorized stomach, followed later by cervical oesophagos- 
tomy and ante-thoracic oesophagoplasty. One of his 
patients lived ninety-eight days, succumbing to otitis media 
and bronchopneumonia ; the other child, aged 42 days, 
was alive when its case was reported. 

Conclusion 

The clinical picture of congenital atresia of the oeso- 
phagus is uniform, resulting as it does from mechanical 
obstruction. In all probability the condition is under- 
diagnosed, particularly in cases occurring outside hospital 
practice. Diagnosis can easily be confirmed by radio- 
graphs, thus avoiding a wrong prognosis. Operative 
treatment does not appear likely to meet with great 
success, Owing to the rapidity and ease with which pul- 
monary infection becomes established. 
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Clinical Memoranda 


_ The report of the British Red Cross Society for 1939 is a 
chronicle of a momentous year—a year which has seen the 
mobilization of the voluntary aid services, the revival of 
the joint organization with St. John, and the launching of the 
great national appeal. It was a year of intensive effort and 
expansion to full compass. To such a state of organization 
was the society brought that mobilization when war began 
was possible within forty-eight hours. The council expresses 
its warm appreciation of the loyalty and discipline with which 
members of the society have accepted changes that appear to 
affect their status and have responded to the call to co- 
operate with local authorities for the benefit of the civil 
population. The organization now approximates to the older 
formation which included all voluntary aid detachments in a 
single category, while maintaining a quota of “ mobiles” and 
specialists in accordance with requirements. The “ immobile ” 
obligation having ceased to operate, members have been liber- 
ated for such service under the Ministry of Health as their 
county may require, and large numbers have enrolled in the 
civil nursing reserve. Sections of the society’s work which 
receive special notice, are. the rheumatism clinic (which was 
closed on the outbreak of war but has since been reopened), 
the blood transfusion service, which answered 5,645 calls 


in London, and the trained nurses department. 


Cardiazol in ‘“Loss of Memory” 


“Loss of memory” is undoubtedly often a euphemism to 
cover insanity, which diagnosis the relatives of the afflicted 
individual might not care to have broadcast to the same extent 
by the police, Press, or wireless. At the present time, when 
such cases may be more frequent, the following is of interest 
in showing the value of cardiazol in establishing identity and 
suggesting a wider application of the method. 


REPORT 


A young man was found wandering at night in a small- 


market town clad only in his shirt and socks and was taken 
by the police to the local hospital. He could not or would 
not give any account of himself. The pattern of his shirt 
suggested that he was a soldier, but although he agreed to this 
it was soon obvious that his answers to questions about his 
regiment, etc., were prompted by suggestion and had no rela- 
tion to the facts. When he threatened another patient with a 
knife he was certified under the Lunacy Act and sent to 
a mental hospital. On admission there he was seen to be a 
man in his twenties and of good physique, quite in keeping 
with the supposition that he was a soldier. He was normal 
in appearance but far from normal in conversation. . He skil- 
fully parried every question as to his identity with an evasive- 
ness and irrelevance that at once suggested schizophrenia. At 
times he seemed to take an impish delight in leading one off on 
a wild goose chase. For instance, when a list of names was 
mentioned to him in the hope that he. might show a glimmer 
of recognition of one of them as his own, at the name “ John- 
son” a light dawned on his face and he said: “ That's right, 
Spencer. I’ve got it now. Spencer Tracy.” Following that 
he called himself by the names of various other film stars. 

Next morning he seemed worse. He was then stuporous 
and kept answering “seven” or “seventy-seven” to every 
question. He was given 0.5 gramme cardiazol intravenously, 
and this was followed by a severe convulsion. He recovered 
consciousness immediately afterwards, but disappointingly kept 
up his monotonous reply of “seventy-seven.” Soon he. fell 
off to sleep in a darkened room. When he wakened two hours 
later his mind was clear and he then gave particulars of his 
identity, which were later verified. He confessed that he had 
left his unit in a town about forty miles away and was bound 
for another town a further forty miles on. He had set out 
on foot but had obtained lifts on lorries as far as the town 
where he was found. There he got very drunk and remembered 
no more. He had no recollection of how he came to be in 
the street without his uniform, which was found in a field two 
miles from the spot, without badges and without any paper 
in the pockets indicating its owner. 


COMMENT 


To those with experience of cardiazol this type of recovery 
is commonplace in patients whose identity is known. How 
common is its use in establishing the identity of individuals 
picked up by the police suffering from “loss of memory ” 
I do not know, but that it seems worth trying is shown by the 
case described. The question of diagnosis in individual cases 
naturally arises, but at the same time it should be pointed 
out that mental recovery following cardiazol convulsions is 
by no means confined to schizophrenia. In this instance 
I was sure in my own mind of the diagnosis of schizophrenia, 
but there were alternatives. Malingering to escape war service, 
hysteria, mania, and, in the light of the history obtained 
subsequent to recovery, alcoholic insanity were all possibilities. 
With the exception of the first, perhaps, I do not consider 
there would have been any special reason under the circum- 
stances for withholding cardiazol, in the absence of physical 
contraindications, in any of these conditions. The risk of such 
complications as fractures and dislocations in cardiazol con- 
vulsions may be argued against its use in conditions which 
might respond to less drastic forms of treatment. The answer 
is that with skilled technique these complications should rarely 
occur, and there is a great advantage in the possibility of a 
rapid recovery of a “lost memory.” 

Cheddleton, Staffs J. H. Matioy, M.D., D.P.M. 
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Reviews 


SURGERY OF THE ALIMENTARY TRACT 
The Surgery of the Alimentary Tract. By Sir Hugh 
Devine, M.S., F.R.A.C.S., F.A.C.S. (Pp. 1,046 ; 690 illus- 
trations, some in colour. 63s. net.) Bristol: John Wright 
and Sons, Ltd.; London: Simpkin Marshall, Ltd. 1940. 

This book by a well-known master of his subject, whose 
name is particularly associated with the surgery of the 
stomach and colon, will be welcomed by surgeons because 
nothing quite iike it has appeared since the fourth edition 
of Moynihan’s classical two-volume work, Abdominal 
Operations, which appeared in 1926. The title is not 
quite indicative of the scope because the surgery of the 
liver, gall-bladder, spleen, and pancreas is included, and 
there is also a chapter on hernia, while the numerous 
references to intra-abdominal hydatid disease remind us 
that, like all Australian surgeons, the author is frequently 
confronted with these cases. Except for a valuable 
chapter on gastroscopy by Dr. John Horan, this work is 
essentially the personal contribution of Sir Hugh Devine, 
whose experiences and methods constitute its text without 
a great deal of reference to other opinion. Representing 
as it does, however, the mature experience of a surgeon 
whose work in the field of abdominal surgery is widely 
known throughout the world, the book lacks nothing 
because of its individualist point of view, and its chief 
appeal will probably be to the graduate who is already 
familiar with surgical essentials but seeks guidance with 
some particular problem in connexion with the surgery 
of the alimentary canal. 

There are four parts. Part I, “ The Diagnosis of Surgical 
Dyspepsia,” is subdivided into a clinical section and one 
entitled “Consultative, Radiographic, and Gastroscopic.” 
The author discusses Napoleon Bonaparte’s fatal illness, 
quoting a paper by Kalim of Helsingfors, who suggested 
that a penetrating ulcer rather than carcinoma may have 
been responsible. Part II is headed “ The Surgery of Sur- 
gical Dyspepsia and of the Upper Part of the Abdomen,” 
and here also ‘there is a division into two sections: (1) 
surgical procedures, and (2) post-operative complications. 
Part III deals with ““ Abdominal Emergencies ” which may 
involve either the upper or the lower part of the abdomen, 
and Part IV with the “Surgery of the Lower Part of the 
Abdomen.” The author has apparently no great belief 
in the efficacy of sympathectomy for cardiospasm—an 
opinion with which most surgeons will concur—but he 
does not mention superior cervical ganglionectomy for 
upper oesophageal dysphagia. The use of his own design 
of frame retractor is well shown in the illustrations, which 
throughout the book are numerous and good. Other indi- 
cations of the author’s originality are shown by the adap- 
tations to his frame retractor and by his instrument tray, 
abdominal spoons, etc. Several types of gastrectomy are 
illustrated, and here one would have liked to have seen 
the Moynihan II operation described. In the reviewer's 

opinion this is the best operation if the Billroth I pro- 
cedure, which permits the gastric contents to enter the 
proximal part of the duodenum (the normal receptacle for 
them), is for any reason considered impracticable. It is 
rather surprising and a little disappointing that the name 
of the great Leeds surgeon does not appear in the index 
at all, and we should have liked to see some reference to 
his pioneering work, which has produced a universal foun- 
dation on which the author of this book has built so well. 

The volume is beautifully produced on glazed paper 
and printed in clear type. It will make a strong appeal 
io both practising surgeons and postgraduate students of 
surgery. 


YEARBOOK OF OBSTETRICS 

The 1939 Year Book of Obstetrics and Gynecology. 

Edited by Joseph B. DeLee, A.M., M.D., ‘Professor of 

Obstetrics, University of Chicago Medical School; and 

Greenhill, M.D,” F.A.CS. Professor of 

Obstetrics and Gynaecology, Loyola University Medical 

School. (Pp. 736; 123 figures. $2.50, or 12s. 6d.) 

Chicago: The Year Book Publishers ; London: H. K. 

Lewis and Co. 

This adds another useful volume to the series. It 
provides a summary of over 600 articles collected 
from the world literafure of the year—including 
some published only three weeks before the book itself. 
Synopses of medical articles can be very misleading, but 
when the synopsis is followed by an editorial comment 
written by DeLee or Greenhill there is usually little room 
for misunderstanding. These editorial comments are given 
on more than two-thirds of the articles published. The 
book is arranged on the same general plan as its prede- 
cessors, approximately equal sections being devoted to 
obstetrics and gynaecology. Articles in the obstetrical 
section are grouped into those dealing with pregnancy, 
labour, the puerperium, and the newborn, with a con- 
cluding group of miscellaneous papers. The gynaecologi- 
cal section covers recent work in all aspects of the subject, 
ranging from diagnosis to operative technique. The 
sections dealing with menstrual disorders, endocrinology, 
and infections will be of particular value to the majority 
of readers. 

Throughout the book the editorial comments stress the 
need for a conservative attitude, and there is no doubt 
that the editors have been alert to realize the dangers 
which may always attend the practice of “recent ad- 
vances.” Examples of outspoken criticism are found in 
DeLee’s references to certain aspects of the use and abuse 
of x-ray pelvimetry, and to the risks of general and spinal 
anaesthesia in obstetrics. 

The illustrations in this edition are not uniformly good. 
Many are -excellent, but a considerable number are prac- 
tically useless. This criticism applies more particularly 


.to certain of the photomicrographs illustrating ovarian — 


pathology which, because of low magnification and indif- 
ferent reproduction, fail to show the detail necessary. The 
Year Book is increasing in size year by year, but it will 
be greatly regretted if in doing so it loses anything in 
quality. 


FOOD AND NUTRITION 

Nutrition and the War. By Geoffrey Bourne, D.Sc. 

(Pp. 126. 3s. 6d. net.) Cambridge: The University Press. 

1940. 

For the physician—as for the housewife, to whom Dr. 
Bourne's little book is especially addressed—its most 
useful feature will perhaps be the two lists of foodstuffs, 
occupying some sixty pages. In List A, much the longer, 
about 150 foods—raw, cooked, and canned—are tabu- 
lated, with information as to the number of calories per 
pound, the percentages of fat, protein, and carbohydrate, 
and their qualitative values as sources of minerals and 
vitamins. In the second and shorter table different foods 
are classified in order of their excellence as sources of 
the individual essential food constituents. 

The opening chapters give a short and much simplified 
account of the basic knowledge on which modern views 
about adequate nutrition are founded. The author has 
had to face the problem always presented to those who 
attempt to write this kind of book: how to achieve 
simplicity without sacrificing accuracy. By summing up 
the whole of the “newer knowledge of nutrition” in 
sixty small pages he has made this task almost impossible 
of achievernent. He has made a very plucky and 
readable attempt, and it would be not merely academic, 
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but small-minded and ungracious, in a reviewer to 
enumerate the few passages which might perhaps have 
been better put differently. But Dr. Bourne ought not 
to perpetuate the incorrect explanation of why rickets 
was known as “the English disease,” especially as he 
himself refers in his book to Glisson’s treatise. 


ANTI-ANAEMIC MEDICAMENTS 


Médicaments Antianémiques et Anémies Expérimentales. 
By Dr. Jean Cheymol. With a preface by Professor 


- 


René Hazard. (Pp. 102. $0.50.) Paris: Masson et Cie. 


The monograph on anti-anaemic medicaments and ex- 
perimental anaemias by Jean Cheymol deals with a 
subject that has occupied the front of the medical stage 
for the last fifteen years. In spite of this, progress in our 
knowledge of the exact nature of such hypothetical sub- 
stances as extrinsic factor, intrinsic factor, and P.A. factor 
has been lamentably slow. It compares very unfavour- 
ably with the rapid advances in the chemistry of the 
hormones and vitamins, as, for example, the speed with 
which vitamin K was identified and synthesized. The 
explanation is that it is almost impossible to produce 
pernicious anaemia in animals, and there is no laboratory 
test for P.A. factor. Confusion has been worse con- 
founded by the failure of many investigators to distin- 
guish between the anti-anaemic factor in liver, which was 
the property actually discovered by Whipple, and the P.A. 
factor, which was found almost by accident when Minot 
and Murphy applied Whipple’s results in the clinic. It is 
easy tO prepare extracts which are rich in anti-anaemic 
factor but completely devoid of P.A. factor. Cheymol 
reviews the numerous laboratory tests for P.A. factor, and 
concludes that none of them is specific and that there is 
at present no practicable way of producing pernicious 
anaemia in animals for test purposes. Thus the only way 
to test liver extracts is by experiments on human beings 
with pernicious anaemia, and suitable patients are few in 
number and may well resent acting as guinea-pigs. This 
is a valuable and efficient review, and it will save experi- 
mental haematologists a good deal of wasted effort. 


CONTROL OF PARASITIC INFECTIONS 

The Principles of Parasite Control. By Thomas W. M. 

Cameron, M.A., D.Sc., Ph.D., M.R.C.V.S.,  F.R.S.C., 

Director, Institute of Parasitology, and Professor of Para- 

sitology, McGill University. (Pp. 48. 50 cents.) Quebec: 

National Business Publications, Ltd. 1940. 
Since many parasitic diseases of human beings depend on 
infection derived from domestic animals, every medical 
man will welcome efforts on the part of veterinary parasi- 
tologists to prescribe measures for the control of such in- 
fections in animals. The eating of raw meat is not gener- 
ally practised nowadays among civilized people; there are 
still, however, groups of persons in various countries who 
prize a diet of uncooked meat. In fact, the United States 
Bureau of Animal Industry lay’ down regulations for the 
special treatment, by chemicals or chilling, of pork which 
is to be eaten raw. Most people take care that the meat 
and fish which they themselves eat have been cooked, but 
a great many do not consider it necessary to protect 
themselves by ensuring that food residues given to 
animals are also cooked. Hall expressed the belief that 
the high incidence of trichinosis in America was a peculiar 
result of prosperity. | Housewives discarded the more 
fibrous parts of pork, which in a poorer country would 
have been cooked and eaten, and fed them raw to pigs. 
This kept up the supply of Trichinella in the reservoir 
hosts and ensured high human infection figures. 

Even if care for their own health will not always compel 
men to view the parasites of animals with attention, a 
regard for his pocket induces the stock farmer to take a 


respectful note of them. He has learned by bitter ex- 
perience that the number of his domestic animals may 
be multiplied on his available ground up to a point only. 
If he attempts to crowd beyond the biological limits 
disaster awaits him. The dictum “ permanent pastures 
perpetuate parasites’ suggests an obvious reason why 
sheep, goats, cattle, and horses often fail to thrive. Over- 
crowding and lack of cleanliness, whether on pastures, in 
stables, or in cattle-sheds, have the same effect. They 
give the parasites their opportunity. No one who enter- 
tains the idea of keeping domestic animals for any pur- 
pose can afford to be without accurate and up-to-date 
information on the subject of the control of their para- 
sites. Fortunately, though the numbers of these parasites 
are legion and their names are frequently unpronounce- 
able, the control or even the suppression of many of them 
is no difficult task. 

This guide of Cameron’s would be a useful gift to any 
friend who betrayed ambition to keep cats, dogs, pigs, 
fowls, or even silver foxes. ‘Many a fox farmer in 
Canada has been ruined by lung-worms alone.” The 
veterinarian and every farmer will find this little book full 
of useful and necessary information. 

e 


Notes on Books 


A thrilling story of a medical missionary’s experiences on 
the North-West Frontier, where he has laboured for thirty 
years, is told by Dr. R. J. H. Cox in Signpost on the Frontier 
(Church Missionary Society, Is. 6d.). This little book. to 
which Lord Halifax contributes a preface, gives a lurid pic- 
ture of the superstitious fanaticism.and blood-lust of the 
Pathans. How fanaticism hinders medical endeavour is shown 
in the city of Peshawar,. where tuberculosis is a scourge, 
especially among women. The doctor is called to see a 
woman patient, but that is the very thing he must not do. 


‘He must make his diagnosis by feeling the pulse through a 


hole in the sheet which hangs over the doorway of her 
room, and inspecting the tongue which is protruded through 
the same aperture. It is not difficult, however, to arrive at 
a conclusion, for the tell-tale cough can be heard. The book 
is full of lively incident, humorous or grim, but the chief 
thing about it is the spirit of the author, who can say that 
life in the wild top left-hand corner of India is a good life, 
and that no other work can compare, for absorbing interest 
and satisfaction, with medical missions on the Border. He 
belongs to the company of the apostles such as Lankester and 
Pennell and Holland, who in this heart of Asia have expressed 
Christianity in its most practical form. 


A diary which finishes at the end of February and is pub- 
lished in May wouid in normal circumstances be very much 
up to date ; now it reads as:if it was a record of a past age. A 
literary doctor is a good person to observe contemporary 
behaviour, and “ ANTHONY WEYMOUTH ”’ has written a pleasant 
narrative of the first six months under the title A Psychologist's 
Wartime Diary (Longmans, Green and Co.: 12s. 6d.). As 
director of the B.B.C. series “In Engiand Now” he has the 
opportunity of meeting many interesting people, and his own 
acquaintance is wide, so that he hears many opinions and 
stories of events which enliven his pages. The reactions of 
himself and his wife and three children to the earlier phases 
of the war are, however, of interest as illustrating the attitude 
of the last-war generation and that of the generation whose 
experiences of war were still to come, 


The Mothercraft Manual has been extensively revised for 
its tenth edition (J. and A. Churchill, 3s. 6d.), and so much 
of what Miss MABEL LIDDIARD writes is of such high value 
that it is a disappointment to find that the chapter on the 
artificial feeding of infants still contains details of milk 
mixtures which are far too elaborate and expensive for the 
average mother and quite unacceptable as the best for babies 
(after natural feeding) by the vast majority of paediatric 
opinion in this country. . 
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Preparations and Appliances 


THE WALKING PLASTER CAST 
Major Eric L. FARQUHARSON, R.A.M.C., F.R.C.S.Ed., writes: 


1 was interested in Dr. Frank Pygott’s article in the Journal 
of March 9 (p. 392), in which he described a type of walking 
plaster incorporating a wooden sole in the cast. 


It is generally recognized that the introduction by Béhler 
of the walking plaster cast represents the greatest advance in 
fracture treatment within recent years. Many “ improve- 
ments ” have been suggested in the form of alternatives to the 
iron hoop or walking heel, but it is questionable whether the 
original method is not the best. I would disagree profoundly 
with Dr. Pygott’s statement that the method of the walking 
iron has “ the disadvantage that the patient does not waik on 
the sole of his plaster, and so develops an abnormal gait.” 
Indeed, I would suggest that if the sole of the cast is allowed 
to touch the ground at all an abnormal gait is bound to 
develop, as the patient then rotates his leg laterally with 
every step. The great advantage of the Boéhler walking iron 
is that it allows the normal heel-to-toe rocking of the foot 


technical designation is three-quarter-inch, gauge 10 mild steel 
bar. The bars can be supplied in twenty-four-inch lengths 
by ironmongers at a cost of threepence or fourpence apiece. 

I have not been able to convince myself that the attachment 
of a rubber heel at the extremity of the iron confers any great 
advantage. This may be kinder to carpets, etc., but it is apt 
to be more slippery in contact with a wet pavement. Ad- 
hesive strapping or rope wound round the iron lasts such a 
short time as to be useless. Thick strips of leather bolted on 


are excellent, but are probably an unnecessary luxury, as the. 


patient soon acquires confidence with the naked iron and 
accidents are rare. 

In my present post as surgical specialist to a military 
ho¢pital I see innumerable walking plasters, which have been 
applied in different parts of the country, and the various 
ingenious methods employed make an interesting study. There 
are plasters with enormously thick soles that are in direct 
contact with the ground; there are plasters with wooden 
heel-blocks and wooden soles, with sorbo pads, and even 
with bits of old motor tyres. Many of these are sodden, 
dirty, and broken after three or four weeks. 

I am convinced that the method of the iron hoop is the 
simplest, the most inexpensive, and, above all, the most satis- 
factory. For the ideal walking plaster the ankle should be 


Med. 


Fic. 1a Fic. |B . Fic. 2 
Fic. 1! (a and sB).—Waftking plaster cast. The ankle is immobilized at exactly a right-angle, and the iron hoop projects 
sufficiently for a normal gait to be possible without the toe-piece of the cast coming in contact with the ground. 


Fic. 2.—The walking iron, costing 3d. or 4d. It is shaped with a spanner to fit round the malleoli, and the tips are bent 
slightly outwards. It projects two and a half inches beyond the plaster cast. 


without any contact between the plaster cast and the ground. 
In this manner the toes may be kept pointed directly forwards, 
and the nearest approach to a normal gait is obtained (Fig. 1). 
If the heel of the cast is inadequately raised—as usually 
occurs when a rubber pad or a wooden block is used— 
the patient consistently rotates the leg laterally in order to 
prevent the toe-piece coming in contact with the ground. If 
such contact is permitted the plaster becomes filthy and is soon 
broken. This second objection may sometimes be overcome if 
the sole-piece is made of great thickness, but an unwieldy and 
heavy plaster then results. 


The essential advantage of BGéhler’s method is that the cast 
should ride well clear of the ground within the limits of a 
normal gait. Béhler advises a clearance of only. two finger- 
breadths, but even with the ankle immobilized at exactly a 
right-angle the toe-piece of the cast is apt to touch the 
ground as the other foot comes forward. I would therefore 
venture to suggest that a clearance of three fingerbreadths, or 
two and a half inches, is much more satisfactory, as this 
adequately prevents contact, and does not materially affect the 
comparative inequality in the length of the two limbs. Raising 
of the heel on the sound side is in my experience necessary 
only when the cast extends above the knee-joint. 


The cross-pieces of the Béhler iron are the main item in the 
cost of this appliance, and these are really unnecessary. If 
the upper half-inch of the iron on each side is bent slightly 
outwards, and if the fixing plaster bandage is carefully applied 
to incorporate the ends, no upward. displacement will occur. 
In addition the iron is shaped with a spanner so that it fits 
snugly round the malleoli (Fig. 2). In this way a much neater 
and lighter cast results. A plain strip of iron three-quarters 


‘of an inch wide and one-eighth of an inch thick is used. Its 


immobilized at exactly a right-angle, and the clearance of the 
iron must be adequate (Fig. 1). If for some reason the foot 
is fixed in any degree of plantar flexion (and the indications 
for this are few and far between), the clearance of the iron 
must be correspondingly increased beyond the normal of two 
and a half inches. 


Finally, I should like to plead for more prolonged immobili- 
zation in Pott’s fracture, particularly in cases where displace- 
ment had been present. The fracture may be firmly united 
after six weeks, but redisplacement is exceedingly likely to 
occur if the plaster is removed at the end of this period. 
In any case, between the sixth and the tenth week the patient 
is more comfortable in his plaster than he would be without 
it. As Watson Jones points out, early removal of plaster 
does not facilitate but actually delays recovery of function. 
If ten weeks’ immobilization in a walking plaster is obtained 
the patient can usually return to light duty immediately 
after removal of the cast, and massage and physiotherapy are 
unnecessary. Many soldiers return to light duty or to instruc- 
tional courses while wearing the walking plaster. 


.ANODYNE FOR CHILD CASUALTIES 


Alepon and = scopolamine solution (Messrs. Allen and 
Hanburys, Ltd.) is a preparation designed for the relief of 
pain in child casualties. Alopon is a mixture of the total 
opium alkaloids, and the solution contains gr. 1/6 alopon and 
gr. 1/150 scopolamine per c.cm. The dose recommended varies 
from 1 c.cm. for a child of 12 to 0.25 c.cm. for a child 
under 2 years. The makers claim that whereas morphine alone 
is unsuitable as an analgesic for children, yet this combination 
will act in a satisfactory manner and produce amnesia with 
freedom from pain. 
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AUTHORITY, OBSERVATION, AND 
EXPERIMENT 


It is characteristic of Prof. W. W. C. Topley’s in- 
dependent and challenging type of mind that he should 
have begun his Linacre Lecture at Cambridge’ - by 
saying that the only reason Linacre did no more 
harm than he did as a physician was because the times 
were too much®for him; that “his was the high 
tragedy of the wrong thing supremely well done,” for 
he believed that the resurrection of the Greek physi- 
cian in his pristine purity would put medicine on the 
right road again. It is true that Linacre was not 
interested in new observations; for him the re- 
naissance was literally to be a rebirth of the old culture. 
It is true also that his whole outlook was authori- 
tarian, and Prof. Topley’s main thesis is a justifiable 
indictment of the evil effects of authority in medicine. 
He marvels at the unwillingness of medicine to cast off 
the shackles of dead authority; but is this so sur- 
prising when we are witnessing whole nations willingly, 
almost gleefully, throwing aside the liberties which 
their fathers died to secure and putting their necks 
under the heel of authority? Man feels that there are 
some things about which it is too uncomfortable to 
remain in doubt, and so he is always in search of the 
stiffening backbone of authority without inquiring too 
closely into its credentials. In view of the strength 
of this tendency the extent to which medicine has 
gradually succeeded in emancipating itself is perhaps 
the more surprising. The time-lag is largely due to 
the environment, for, as Prof. Topley truly says, “if 
a pioneer has no immediate followers it is because 
his particular discovery has been made before its time.” 
There are plenty of instances to prove this axiom— 
Roger Bacon, Senmelweiss, and Auenbrugger, for 
example. Another factor in this delay, which he 
stresses as Sir Clifford Allbutt was wont to do, is that 
medicine is not a self-sufficing entity but has to depend 
on support from a wide variety of ancillary sciences. 
Thus the gap between Harvey’s famous discovery and 
the state of clinical] medicine then current was too wide 
for the former to help the latter immediately. Indeed, 
as the lecturer implies, Harvey’s own clinical methods 
do not seem to have gained much from his discovery. 

_ Prof. Topley particularly dislikes the double label, 
“The Science and Art of Medicine,” and has some 
pungent criticisms to make on the loose application 
of the word “art.” In so far as that label is used to 
shelter “the didactic assertion of inadequately tested 
working hypotheses” from criticism he is justified in 
his contention that “a physician who, regarding himself 
as an artist, fails to realize that he is performing a 
series of peculiarly difficult experiments, is not likely 


! Authority, Observation, and Experiment in Medicine. By W. W. C. 
Topley, M.D., F.R.C.P., F.R.S. Linacre Lecture, 1940. Cambridge: Univer- 
sity Press. (is. 6d.) 


to add greatly to his own knowledge or that of others.” 
Nevertheless, if the term “art” is interpreted to mean 
the method of approach to the patient, and inducing 
him to consent to the adoption of appropriate 
measures, it is a convenient one. Psychotherapy in- 
volves explanation, persuasion, and re-education ; and 
every illness has its psychical aspects, involving some 
psychotherapy of that sort. This “art” is really based 
on observation and experience. The student enters on 
it by observing the way his teacher handles a patient, 
and making up his mind to do likewise—or differently. 
He builds up his experience, testing it by trial and 
error, and learns not only from his successes but even 
more from his humiliating failures. We are glad that 
Prof. Topley does not contemptuously dismiss such 
difficult procedures as “the bedside manner.” He 
rightly maintains that close co-operation between the 
laboratory and the ward is essential, and that the great 
advances in clinical medicine have been largely based 
on the discoveries made in the laboratory, while frecly 
admitting that the clinician applying the methods of 
the physiologist has advanced physiology as well as 
medicine. “No physician would now observe and 
treat his patients, in all their ills, guided only by his 
trained but unaided senses.” On the other hand, he 
utters a strong protest against the growth of that per- 
nicious habit of relying upon a collection of second- 
hand information to construct a diagnosis: “ All con- 
cerned must be in constant personal touch and know 
enough of one another’s methods to talk a common 
language.” He does not refer, however, to a still 
more lamentable practice which is on the increase— 
the piling up by a certain type of laboratory worker, 
often not medically qualified, of a mass of biochemical 
statistics from which he draws far-reaching conclusions 
as to the metabolic disorders of a patient without 
an ordinary clinical examination.- The mass of figures 
is doubtless intended to impress the patient that he has 
been very_ scientifically investigated, whereas many of 
them are superfluous and quite irrelevant. This is 
pseudo-science, which is as much to be condemned as 
the behaviour of a clinician who spurns laboratory aid. 

The imperfect sympathy sometimes shown by the 
laboratory worker towards the clinician’s difficulties 
may be attributed to his not being confronted by the 
dilemma between scientific controls and the immediacy 
of human suffering that clamours for relief. Nor are 
adequate controls easy to come by in clinical work. 
Starling used to remind his fellow physiologists that 
they simplified their problems by cutting out all com- 


plicating factors so far as they could—an impossible - 


thing for the clinician. This does not absolve us from 
the duty of being as scientific as possible in our 
methods. Prof. Topley is persuasive, and if deliberately 
provocative this will do good if it stimulates us to 
criticize our own standards and overhaul them. 
Herein he joins hands with some distinguished 
physicians, notably Sir Thomas Lewis and Prof. Ryle. 

Linacre’s bequests to the two _ universities were 
shamelessly misused for centuries. His lectureships at 
Oxford were annexed as sinecures, often held by non- 
medical men, until in 1854 the emoluments pertaining 
to them were used to found the Linacre Professorship 
of Physiology. The history of the Cambridge lecture- 
ship, which is attached to St. John’s College, is not 
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quite so reprehensible, though here too nearly half the 
lecturers were not medical, and included Matthew 
Prior the poet. Still, during the nineteenth century it 
was held by such men as Sir Thomas Watson, John 
Haviland, and Sir George Paget; while since 1908 it 
has been made an annual election, when a man of 
mark is invited to give a single lecture, Sir William 
Osler being the first under the new dispensation. 
Having read this lecture for 1940 we can assure Prof. 
Topley that we feel Linacre’s bequest has been by 
no means wasted. 


TOXICITY OF POTASSIUM SALTS 


We have already referred in these columns’ to W. A. R. 
Thomson’s* investigations on the toxic effect of 
potassium on the heart in man. The depressant action 
of potassium has been known to physiologists for over 
a hundred years, and it is surprising that this know- 
ledge has had so little influence on therapeutics. The 
probable explanation is that the action on the heart 
is usually symptomless, and the first clinical evidence 
of damage may be sudden death. In a more detailed 
account® of the administration of potassium salts to 
human subjects in high dosage Thomson reports that 
electrocardiograms reveal heightening of the T wave, 
prolongation of the P-R_ interval, heart block, and 
The changes are similar to 
those produced by asphyxia and by vagal stimulation. 
Potassium salts play a part in the chemical transmission 
of nerve impulses and the metabolism of acetylcholine, 
and the morbid effects on the heart may well be due to 
potentiation of the action of the vagus. In perfectly 
healthy subjects potassium taken by mouth is excreted 
too rapidly for these effects to be manifested. 
Thomson’s results were obtained in patients with 
cardiovascular and degenerative disease who were 
treated with potassium citrate or chloride in amounts 
not exceeding 15 grammes (225 grains) a day. It is, 
of course, to just such patients that potassium is com- 
monly given, and Thomson wisely recommends that 
potassium salts should be used with the utmost caution 
in patients with cardiovascular or renal disease. He 
hints that the administration of mixtures containing 
anything from 4 grammes (60 grains) of potassium 
citrate three or four times a day to elderly men with 
enlargement of the prostate, both before and after 
operation, may explain why some of these patients 
occasionally die suddenly. He also suggests care in 
administering digitalis and potassium simultaneously, 
as the two drugs may act synergically on the heart 
In a study of the serum electrolytes made at the same 
time as these electrocardiographic observations de 
Wesselow and Thomson’ discovered that the serum of 
patients suffering from essential and malignant hyper- 
tension tends to show a lower level of potassium than 
that of patients with a normal blood pressure on the 
same diet. This is especially marked in malignant 
hypertension, where low levels of serum sodium also 
are not infrequent. The significance of these events is 
quite obscure, and no very striking changes in the 
blood pressure are brought about by variations in 
the sodium or potassium content of the diet. 


1 British Medical Journal, 1939, 2, 917. 
2 Brit. Heart J., 1939, 1, 269. 
* Quart. J. Med., 1939, 8, 361. 


The toxic action of potassium has been approached 
from an entirely different point of view by workers in 
America. Bergman and Drury‘ studied the survival 
time of rats whose kidneys had been completely 
excised. They found that potassium was toxic and 
that meat feeding was also harmful, part of this action 
being attributable to the potassium in the meat. The 
urine of meat-fed rats was highly toxic to the nephrec- 
tomized animals, and the chief poison in it was potas-- 
sium. Addis and Lew’ produced acute renal 
insufficiency in rats with a transient anuria and a great 
increase in concentration of blood urea by tying the 
inferior vena cava above the entrance of the renal 
veins. None of the animals died when they were given 
diets in which the protein consumption was low or 
which led to a moderate consumption of the proteins 
of milk and cereals, but up to 16 per cent. of the 
animals died when they were given large amounts of 
dried liver, kidney, and beef. As a result of various 
experiments in which the rats were treated with differ- 
ent extracts of meat and with solutions of potassium 
salts, the conclusion was drawn that potassium must 
be responsible for the high mortality when meat 
extract or the alcohol-insoluble fraction of meat extract 
was administered, and that it is probable that potassium 
was also a factor in the relatively high death rate 
observed after the consumption of large amounts of 
beef. nere are, therefore, good grounds for the 
orthodox clinical practice of forbidding red meat and 
prescribing a lacto-vegetarian diet in nephritis, but we 
must again emphasize that medicines containing potas- 
sium salts are to be avoided when there is any suspicion 
of renal insufficiency or cardiovascular disease. 


FAT 


-To the physiologist fat is a normal constituent of living 


matter, animal and vegetable, playing a minor physical 
part in the structure of the organism and a major part as 
fuel. He knows, or believes, that its combustion is depen- 
dent on an adequate intake of carbohydrate and has 
been taught that it can be synthesized from carbohydrate 
itself. To the chemist, on the other hand, fat is a mixture 
of esters, compounds of glycerol, and fatty acids, pre- 
dominantly stearic, palmitic, and oleic. Apart from the 
so-called analytical values—used by the analyst for pur- 
poses of identification and detection of adulteration—the 
chemist has concerned himself with working out the 
detailed structures of the various acids and with practical 
and theoretical problems arising out of such phenomena as 
rancidity and “tatlowiness” of natural fats. The bio- 
chemist, however, is apt to be rather unjustly impatient 
with his colleagues in the two adjacent sciences. Hardly 
going so far as to wish a plague on both their houses, he 
suspects the physiologist of an undue leaning towards a 
Vitalistic or teleological outlook and an insufficient regard 
for the fundamental chemical changes taking place during 
intercellular fat metabolism ; and the chemist he inclines 
to find guilty of taking a too static view of naturally 
occurring substances, of regarding fats as the contents of 
barrels and jars instead of as integral parts of living cells. 
It is perhaps, therefore, a wholesome correcyjve to the 
biochemist’s tendency to self-righteousness that Professor 
Hilditch should have made abundantly clear in his im- 
posing and authoritative monograph® just what it is that 


4 J. Clin. Invest., 1939, 18, 777. 

5 fbid., 773. 

©The Chemical Constitution of Natural Fats. 
F.I.C. Chapman and Hall, Ltd. (35s.) 
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chemistry—relatively “ pure” chemistry—has to contri- 
bute to the biochemist’s vital problems. The bulk of this 
important book is occupied with descriptive matter rela- 
ting to the actual triglyceride make-up of every economic- 
ally important fat and of many others of less direct indus- 
trial interest, yet the conclusions to be drawn from the 
work as a whole are of the greatest biochemical impor- 
tance. Professor Hilditch discusses the light that glyceride 
structure throws on a host of problems near to the hearts 
of physiologist and nutritionist. He has taken cognizance 
of the work in which Frazer and Stewart seem to show 
conclusively that part at any rate of ingested fats do not 
undergo lipolysis, difficult though this view is to reconcile 
with the results of the Verzar school. He discusses the 
suggested courses of f-oxidation, w-oxidation, and mul- 
tiple alternate oxidation, but wisely refrains from judging 
between the different views. Profoundly interesting are 
some of the generalizations that Professor Hilditch has 
been able to base on the twenty or more years of research 
by himself and his colleagues, of which this work is in 
every way a worthy record. “ Natural fats may to a 
large extent be classified according to their major com- 
ponent acids, and... such a grouping follows fairly 
closely that already developed from biological considera- 
tions... .” “As biological development has proceeded, 
the chief component acids of the fats of the higher 
organisms have become fewer in number.” ‘ Nature 
strongly favours the elaboration of ‘mixed,’ and not 
simple, triglycerides.” “The fatty acids are distributed 
evenly or indiscriminately through the triglyceride mole- 
cules, so that (because of the large number of different 
fatty acids present) very many of these contain three dif- 
ferent acyl groups.” This is designated by Professor 
Hilditch as “ the rule of even distribution.” “* There seem 
to be good reasons for the belief that fats are manufac- 
tured from carbohydrate, etc., in one central site of the 
animal body, probably the liver.” Referring again to the 
biosynthesis of fats, the author observes shrewdly that, of 
the many hypotheses put forward, relatively few of them 
“have accorded sufficient weight to consideration of the 
different characteristic groups of component acids which 
are known to be representative of various natural biologi- 
cal groups of fats.” 


THE ACTINOMYCES 


Although actinomycosis has long been recognized as a 
disease of considerable severity in man and domesticated 
animals, very little has been known of the actual causal 
organisms except that they could be divided into two 
groups which varied in their oxygen requirements. In 
1935, however, Miss Dagny Erikson' published a systematic 
study of the aerobic types of actinomyces ; she has now 
supplemented this by a careful investigation of the 
anaerobic—or, to be precise, micro-aerophilic—actino- 
myces, which are of greater pathogenic importance than 
the aerobic types, at all events in temperate regions. The 
anaerobic are more difficult to classify than the aerobic 
group because of their simple morphology (here illus- 
trated by thirty-one line drawings), the difficulty in pro- 
ducing high titre immune sera, and their feeble powers 
of carbohydrate fermentation. Nevertheless, a detailed 
study of twenty micro-aerophilic acitinomyces strains 
showed that fifteen human strains reacted as one group, 
while five bovine strains fell into another group. The 
outstanding differences are that the human strains show 
greater polymorphism, a firmer and more adherent growth 


' Erikson, D.: The Pathogenic Aerobic Organisms of the Actinomyces 
Group. Medical Research Council Special Report Series, No. 203. -M. 
Stationery Office, London. 1935. 

* Pathogenic Anaerobic Organisms of the Actinomyces Group. Medical 
Research Council Special Report Series, No. 240. H.M. Stationery Office, 
London. 1940. (ls. net.) 


on solid media, and a greater ability to ferment sugars. 
Serologically the two types are quite distinct. For the 
human strains the name Actinomyces israeli is proposed 
in substitution for A. bovis Wolff-Israel, while the bovine 
strains should be regarded as a distinct species—-A. bovis. 
There is no serological relationship between the anaerobic 
A. israeli and A. bovis on the one hand and representa- 
tive aerobic species on the other, both non-acid-fast and 
acid-fast belonging to Orskov’s Groups I and II ; morpho- 
logically, however, the anaerobes and Group II aerobes 
are very similar. Ultrafiltration experiments do not yield 
any evidence in favour of a hypothetical life-cycle in either 
the aerobic or the anaerobic forms. - 


PROSTIGMIN AND URETERAL CALCULI 


The management of ureteral calculi is largely an indi- 
vidual problem from the point of view of both the 
patient and the urologist. In any given case the decision 
when to operate, when to practice cystoscopic manipula- 
tion, and when to adopt expectant methods must depend 
upon the discretion and ability of the operator, the 
anatomical and pathological considerations of the case, 
and the co-operation of the patient. Of the antispasmodic 
drugs used in expectant treatment ephedrine, benzyl 
benzoate, and calcium have been given by mouth, and 
papaverine, atropine, and avertin have been _ instilled 
through a ureteral catheter. The successful passage of 
a calculus due to the use of these drugs is unfortunately 
only too rare. During recent years various workers have 
suggested the use of prostigmin and small series of case 
reports have been published. Vincent O’Conor,' work- 
ing in Chicago, has just reviewed the position and reported 
a series of fifty-two cases in which prostigmin was used 
in the treatment of ureteral calculi. Prostigmin is a syn- 
thetic, white, crystalline powder readily soluble in water 
and stable in sterile solution. The drug was introduced 
for the purpose of combating parasympathetic paralysis, 
and it has been used clinically as a vagotonic agent to 
prevent or overcome intestinal and bladder atony, and 
in the treatment of myasthenia gravis and other nervous 
diseases. The use of a drug with the deliberate aim 
of producing ureteric colic thus invokes a new principle 
in the treatment of patients with ureteral calculi. In the 
series of fifty-two cases reported by O’Conor treatment 
with prostigmin was followed by expulsion of the calculus 
in thirty cases, or about 60 per cent. In twenty-three of 
these the author considers the prostigmin was definitely 
the factor bringing about the expulsion of the calculus. 
In sixteen of the cases the patients had already had 
ureteral meatotomy, ureteral dilatation, multiple catheters 
or bougies, or other treatment, without dislodging the 
calculus. In nine of these the calculus passed within 
twenty-four hours after the prostigmin injections, six 
patients requiring one course, two requiring two, and 
one requiring three courses. In the three other cases of 
the twelve there was downward passage of the calculus 
but not expulsion. The prostigmin was given as 1.0 c.cm. 
injections of a 1 in 2,000 solution at three- to four-hour 
intervals for four doses. A second or third. course of 
injections may be given after an interval of three days 
or more if the calculus has not been passed. Hospital- 
ization is necessary in order to carry out the treatment. 
The attacks of colic produced are usually of short dura- 
tion and Jast about fifteen to twenty minutes, and the 
drug may also produce nausea, frequency of micturition, 
and the passage of flatus. Cystoscopic removal of the 
calculus from the bladder is required in some cases. 
These observations show that prostigmin may have a very 


: Brit. J. Urol., 1939, 11, 325. 
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real value in bringing about the passage of ureteral 


calculi. The indications for the employment of the drug 
must of course be the presence of a calculus of a size 
that it is likely to pass along the ureter and the absence 
of any organic narrowing of the lower ureter or ureteric 
orifice. The evidence thus suggests that in the treatment 
of ureteral calculi a vagotonic agent is much more 
effective than an antispasmodic one. 


ATYPICAL PAIN IN ANGINA 


The typical pain of effort angina and of cardiac in- 
farction is felt behind some part of the sternum, and 
radiation of this pain into one or both shoulders and 
arms is usual. Pain also spreads into the back, face, 
and abdomen, but less often and in that order of frequency. 
Sometimes, however, these outlying pains are present alone, 
and their true cause may be overlooked. J. D. Spillane 
and Paul White’ report two groups of cases illustrating 
these atypical symptoms, the’ first consisting of twelve 
patients, where effort pain was felt in some part of one 
or both arms in eleven, and in the face in one. In some 
these pains preceded typical chest pain by many years. 
The clue to the real origin of these symptoms is the relation 
to effort—not effort involving the affected limb only, but 
any bodily effort—its relief by rest and vasodilators, and 
signs of cardiovascular disease. Important abnormalities 
were present in the electrocardiogram with one exception. 
The second group of patients described have persistent 
pain in the shoulder or arm which is not related to bodily 
effort and not relieved by rest or vasodilators. The patient 
may suffer from this pain for years before experiencing 
any type of angina, but probably it is more often a sequel 
to angina. The affected arm usually shows great disability, 
with weakness and restriction of movement, active or 
passive movement aggravating the pain. The knowledge 
that such persistent pain may be a sequel to cardiac pain 
should prevent mistakes in diagnosis when the patient is 
known to be an anginal subject, but the difficulty is greater 
when the shoulder or arm pain is the first symptom. In 
these cases some form of rheumatic lesion is likely to be 
diagnosed—for example, fibrositis, arthritis, or subacromial 
bursitis—but prolonged local treatment appropriate for 
these conditions is ineffective. It is suggested that this 
type of pain results from irritation of the central neurones 
—which then discharge continually—by impulses from the 
ischaemic myocardium. 


CHEMICAL CONTROL OF RHYTHM 


The quality of rhythmic recurrence in bodily processes is 
known to everyone—sleep, appetite, breathing, heart 
action, and the like all exhibit regular repetition of 
the same cycle of events. It is the more remarkable how 
little is known of the physiology of bodily rhythms, and 
indeed how little this subject appears to have been in- 
vestigated. Even in diseases characterized by rhythmic 
sequences of symptoms investigation has seldom been 
devoted to the elucidation of the cyclical nature of such 
changes, in spite of the fact that disease, from the very 
exaggeration of function implied by it, should offer 
peculiar opportunities. There is no field of medicine in 
which cycles of change are more obvious than in that of 
mental disease. The daily variation in mood in a depres- 
sive, for example, is like a miniature edition of the whole 
course of the illness. Richter? and his colleagues have 
called attention to the occurrence of a similar cycle spread 


1 Brit. Heart J., 1940, 2, 123. 
2 J. Neurol. Psychopath., 1940, 3, 19. 


over forty-eight, instead of the usual twenty-four, hours 
in some rare manic-depressive patients. That the in- 
vestigation of such short-term oscillations in general gives 
very important results has been shown best by Gjessing 
in his work on biochemical alterations in a special type 
of recurrent stupor. From the experimental side Richter 
and his colleagues have from time to time made interest- 
ing observations on the change in the activity cycle of 
white rats brought about by the removal of various 
endocrine tissues—for example, a fourteen-day cycle of 
activity following removal of the pituitary, and a fifteen 
to twenty-day cycle after parathyroidectomy. He now 
records a clinical example of a forty-day cycle of mood 
and activity in a patient with parathyroid deficiency, the 
cycle disappearing after calcium medication. This is the 
second observation of this general kind that has been 
made recently, in which a rhythmic disturbance of mental 
function has apparently been abolished by the administra- 
tion of a chemical substance. It is true that not much 
can be securely deduced from Richter’s one case, but | 
Gjessing’s success with thyroid was obtained with a. 
series. In both instances the satisfying thing is that the 
apparently successful therapy was not empirical but was 
rationally deduced, being based on the observation of a 
biochemical abnormality—in Richter’s case of hypo- 
calcaemia following parathyroidectomy ; in Gjessing’s 
series of nitrogen retention, which could be prevented by 
giving thyroxine. In neither instance, of course, could it 
be assumed that the biochemical abnormality was causally 
related to the mental symptoms ; but in both the therapy 
which was appropriate for the physical condition was 
followed by abolition of the cycle of symptoms and the 
réstoration of normality. These are hopeful precedents. 
Perhaps the advance from the curtailment of manic- 
depressive episodes by empirical shock therapy to their 
prevention by rational means is not so ‘far distant as it has 
always seemed; for both in Gjessing’s series and in 
Richter’s case biochemical observations allow a preven- 
tive, and not merely a curative, therapy to be undertaken. 


THE AMPULLA OF VATER 


Surgeon Rear-Admiral Gordon-Taylor chose as the theme 
of his Annual Oration before the Medical Society of 
London on July 8 the ampulla of Vater, and managed to 
invest what he described as a retrogressive, degenerating, 
atavistic structure with a great amount of interest. In his 
view Vater of Wittenberg had no special claim to have his 
name associated with the ampulla, for he had erroneously 
described this abnormality, and in fact the sphincteric 
arrangements at the lower end of the common bile duct 
were most accurately described by an Englishman, Francis 
Glisson, a President of the Royal College of Physicians. 
The orator traced the appearance of the ampullary region 
as revealed by embryology and by comparative anatomy. 
He said that the ampulla was in fact a rarity. According 
to some investigations at the Mayo Clinic only in 3.5 per 
cent. of cases in which there had been opportunity of 
investigation was an ampulla found of sufficient definite- 
ness to justify that description, and other workers have 
published similar figures. The orator himself recalled 
that very many years ago, when working in the pathologi- 
cal laboratory at Middlesex Hospital and undertaking all 
the post-mortem examinations during one summer he 
found out of eighty-one examinations only seven cases in 
which there was a well-formed ampulla. A study of com- 
parative anatomy in this subject revealed some interesting 
points. Almost all the marsupials have well-marked 
ampullas. In the lower zoological orders the tendency 
seems to be for the two ducts to join right outside the 
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duodenum, and then in higher orders to become fore- 
shortened, opening just on the duodenal periphery, while 
in the chimpanzee and in man the structures open close 
together, almost on the mucous surface of the duodenum. 
The orator mentioned the surgery of carcinoma of the 
common bile duct, and described four cases in which he 
had had the opportunity of operating. The most success- 
ful procedure seemed to be to drain the gall-bladder and 
afterwards, at a second stage, to excise the ampulla. Car- 
cinoma in this neighbourhood, he said, was not of a malig- 
nant form, and the condition was one which should repay 
the operator for his temerity. Carcinoma of the pancreas 
and of the ampullary region does not tend to metastasize 
early, and he considered it important that the younger 
surgeons, at any rate, should be encouraged to attack 
these cases, because, with improvement of technique, their 
efforts were likely to be rewarded. He also related some 
animal experiments carried out at his suggestion in the 
Bland-Sutton Institute of Pathology to ascertain whether, 
by injecting cultures of B. welchii up into the ampulla by 
the pancreatic duct an acute pancreatitis could be brought 
about. In none of the experiments did this happen, the 
animals dying of general peritonitis ; nevertheless, he still 
believed that the cause of acute pancreatitis might be an 
ascending infection due to the failure of the sphincter. 


TREATMENT OF CARDIOSPASM 


Many names have been proposed at different times for 
the condition of “functional” cardiac obstruction, but 
that of “ cardiospasm,” though not necessarily an accurate 
one, still remains the most widely accepted. “* Achalasia of 
the cardia ” was suggested in 1915 by Sir Arthur Hurst as 
indicating the non-relaxation of the sphincter at the 
cardiac orifice, and now Dr. Moses Einhorn' of New 
York puts forward the new title of “cardiolock.” He 
suggests that this term offers a more accurate description 
of the condition—a view that not all will accept—but it 
is certainly a less euphemistic one: ‘cardiolock” will, 
we feel, find if possible less favour than “ phrenospasm,” 
previously suggested by others! Whatever conception we 
may adopt of the mechanism of cardiospasm, many diffi- 
culties not only of nomenclature but also of diagnosis 
and treatment remain to be solved. Dr. Einhorn rightly 
emphasizes the main aspects of the problem: first, relief 
of the actual symptoms of obstruction—dysphagia, 
regurgitation of food, and pain; secondly, attention to 
the general effects of such obstruction upon the patient’s 
physical and mental condition. Treatment directed 
towards any primary general cause—nervous or physical 
—is not always successful. Powerful suggestion at times 
may produce at least remission, but as a rule some form of 
local attack upon the actual dysfunction of the cardia 
has to be adopted. In this country the mercury bougie, 
with repeated passage by the patient herself, is the method 
usually employed. Gastrostomy may become necessary, 
and dilatation of the cardia can be effected at the same time. 
Rarely is a really successful cure obtained from surgical 
maneeuvres to maintain a patent cardiac orifice. Einhorn 
describes a form of stomach tube which may be employed 
as a cardiospasm dilator. This is a small rubber tube 
stiffened with a fine spiral spring having a small metal 
end over which a rubber bag about six inches long is 
fixed. The tube can be pushed down the oesophagus 
and through the cardia, since the wire spiral gives suffi- 
cient rigidity to enable some pressure to be exerted. 
Once through the cardia, air can be blown into the small 
bag, which is then gradually distended and drawn back 
+ into the cardiac orifice; the rubber bag is cone-shaped, 


2 Rev. Gastroenterol., 1940, 6, 499. 


so that gradually a greater dilatation of the cardia can be 
achieved. Dr. Einhorn, after ten years’ study of this 
subject, finds that such dilatation can be more effectively 
carried out by this tube in a retrograde direction than by 
any form of dilatation depending upon pressure from 
above downwards. The tube is simple and should be 
pleasanter to swallow than the bigger mercury bougie, 
but how much more effective it may be is a matter which 
is difficult to assess. Dr. Einhorn combines this retro- 
dilatation with preliminary oesophageal lavage—using a 
small two-way tube—to relieve the retention, and at least 
until the cardia has shown some lasting dilatation, with 
gastric feeding through a simple gastro-duodenal tube. 
Such measures, though necessary and often successful in 
large degree, do not, however, help us to further know- 
ledge of the essential mechanisms of this serious disorder 
or the factors underlying its production. 


EDUCATIONAL NUMBER IN ABEYANCE 


If this year were normal or anything like normal the 
British Medical Journal dated September 7, 1940, would 
be the annual Educational Number, with full details, 
carefully revised, about the teaching and licensing bodies 
of Great Britain and Ireland and the other medical institu- 
tions and public services, and about the openings for 
practice and research and postgraduate study. Owing to 
some of the by-products of total war—acute shortage of 
paper, upheaval of professional life, and dislocation of 
the work of medical schools—it is not feasible to prepare 
an Educational Number of the ordinary kind for the 
session 1940-1; and we shall not attempt to publish 
instead a brief guide to medical education in wartime, 
because much of that in the present state of flux and 
emergency must be out of date as soon as printed. It 
would be idle to ask the deans and secretaries and other 
officials, who have so willingly co-operated in the past, 
to cut down the entries that concern them and adapt 
these to the changing and incalculable conditions of the 
times we are now going through. But though the usual 
classified information will not appear in the text pages 
of the Journal of September 7, the advertising pages of 
that issue will be open to announcements by universities. 
colleges, and other teaching and examining bodies, and 
by publishers and manufacturers, etc., who wish to bring 
their services and goods to the notice of intending students 
of medicine and newly qualified practitioners. Such 
announcements are of value to many besides regular 
readers, and those who look for them in a particular 
week of the early autumn must not be disappointed. 


THE HALE-YEARLY INDEXES 


The usual half-yearly indexes to the Journal and to the 
Supplement are now ready. They will, however, not be 
issued with all copies of the Journal, but any member or 
subscriber can obtain one or both of the indexes, post free, 
by sending a postcard notifying his desire to the 
Accountant, British Medical Association House, Tavistock 
Square, W.C.1. Those wishing to receive the indexes 
regularly as published should intimate this. 


Honorary Fellowship of the Royal Society of Medicine 
has been conferred upon Dr. Mervyn H. Gordon, F.R.S., 
Sir Leonard Rogers, M.D., F.R.S., Mr. C. H. Usher, 
F.R.C.S.Ed., Dr. Louis Martin (Paris), Prof. Felix Nager 
(Zurich), Prof. G. Roussy (Paris), Dr. Ralph Pemberton 
(U.S.A.). 
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THE NATION’S LARDER IN WARTIME 


This is an abridged version of the last of a series of lectures recently delivered before the Royal Institution * 


THE FEEDING OF CHILDREN 


BY 
J. C. SPENCE, M.D., F.R.C.P. 


Physician, Royal Victoria Infirmary, Newcastle- 
upon-Tyne 


[Dr. Spence began his lecture with a recapitulation of the 
composition of foods, and spoke of the need for a know- 
ledge of foodstuffs suitable for the health and growth of 
children.] 


If an expert were asked to arrange an exact and ideal 
diet for a child he would in theory have to calculate the 
total amounts of the different foodstuffs which would be 
required according to the age, size, and activity of the 
child, and also the different kinds which would have to be 
given to provide the essential body-building and body- 
protecting materials. In practice, however, he would not 
bother to calculate the total amounts of the foods required 
and would not advise the quantitative measurement of all 
foods. He would insist on certain minimal amounts of 
the essential foods, but he would allow the total quantity 
of food to be governed by the appetite of the child and 
the wise arrangement and spacing of his meals. 

A child of 10 must have about 60 grammes of protein a 
day in order to provide for the growth of the body and 
maintenance of its structure. From 35 to 40 grammes of this 
must be animal (first-class) protein. One pint of milk pro- 
vides 20 grammes of such animal protein, and the remainder 
can be provided from 1 oz. of meat or fish and 4} oz. of 
cheese or an egg. One ounce of bread contains 15 grammes 
of starch and 2 grammes of vegetable protein. Milk is not a 
beverage but a food, 1 pint of which contains 20 grammes of 
animal protein, 25 grammes of sugar, and 22 grammes of 
fat, with valuable amounts of calcium, vitamins, and other 
protective materials. Two ounces of beefsteak contains 15 
grammes of protein and 12 grammes of fat; a similar amount 
of liver contains 15 grammes of protein, 10 grammes of fat, 
and a variety of essential protective substances besides. A 
few ounces of carrots, potatoes, or salads contains all the 
necessary daily amounts of an important vitamin. 


With this sort of knowledge the expert ensures the 
necessities of a diet, leaving the rest to be provided by 
cereals and other foods as appetite and taste demand. 


Breast-feeding 


The milk of all mammals has been designed as the food 
most fitted to the suckling young of the particular species, 
but an increasing number of women fail to lactate and 
have therefore to resort to bottle-feeding for their infants. 

A theoretical question arises: If so suitable a nutritive 
as breast milk has been provided for the infant, would 
it be possible to go on feeding on that alone for a few 
years past the usual milking period? The answer is that 
breast milk would not be a complete food for older chil- 
dren, because certain essential substances have been left 
out of the milk of all mammals, and to compensate for 
this an extra supply of these substances has been given to 
the young before birth. Iron is an example; a child is 
born with a sufficient store of iron to last it for seven or 
eight months. During that period, while getting insuf- 
ficient iron for its daily use from its mother’s milk, it has 
to rely on its own reserves. 

Accepting the fact that breast milk is the ideal food 
for infants until about the sixth or seventh month of life, 
it remains to be asked what it is that interferes with this 


* The lectures will be published in extenso by Messrs. G. = 
and Sons, Ltd., of York House, Portugal Street, W.C.2. 


function in so many women who desire to breast-feed but 
fail to do so. Either the difficulty arises in the first few 
days after the birth of the child, as a result of which 
lactation is never established, or, lactation having been 
established, difficulties arise two or three wegks after the 
birth which cause a disappearance of the breast milk. 


Two factors are necessary for a satisfactory establish- 
ment of breast-feeding. The first is the right emotional 
attitude of the mother to her task, and the second, the 
mechanical stimulus which the suckling infant gives to 
the breast. 


All women who have successfully carried a child and 
given birth to it are capable of lactating. A very small 
proportion will fail to master the technique of breast- 
feeding because of some physical weakness in themselves 
or in the baby, but at least 95% of women will be able to 
feed their children if they desire to do so and are not mis- 
handled by their attendants. The stresses and strains of 
war experiences are not those which interfere with breast- 
feeding. Indeed, by a wise biological adjustment, the 
absence of a husband at the war seems to have the effect 
of bringing out more strongly a woman’s essential maternal 
qualities. 


Artificial Feeding of Infants 


The artificial bottle-feeding of infants must be used if 
breast-milk feeding fails or when weaning is decided upon, 
In former times if a mother’s milk failed a wet-nurse was 
used, for not to be breast-fed was to die ; but now substi- 
tute feeding with cow’s milk or with a mixture of dried 
cow's milk powder and water has become a safe if not 
complete satisfactory substitute. 


Cow’s milk provides most of the necessary materials for 
growth and health, but in winter it may be deficient in some 
of the protective vitamins. For this reason it is customary 
to give some orange juice and cod-liver oil daily to all arti- 
ficially fed infants from their second month onwards. If 
fresh cow's milk is used it is advisable to dilute it with a little 
water and add some extra sugar. Elaborate milk mixture 
formulas changing month by month are unnecessary. The 
simple plan should be followed of using a mixture of three 
parts of cow’s milk to one of water, adding to every four 
fluid ounces of this mixture one teaspoonful of sugar. The 
amount of milk required and the bulk of the feeds will vary 
with the age, size, and appetite of the child. Mothers should 
accustom themselves to recognize the instinctive needs and 
appetite of their babies. The smallest baby will require at 
least 10 oz. of milk a day, a six-months-old baby at least 
20 oz., and a nine-months-old baby at least 25 oz. In guiding 
mothers aright the use of these simple figures will ensure 
that they are providing adequate food amounts and avoiding 
the danger of over-diluting with water in preparing feeds. 

At about the age of six months, while milk feeding is being 
continued, extra protective materials and energy-producing 
materials must be introduced. These are provided in vegetable 
purées and in cereals. Although marrow bone and vegetable 
broth is much used for children of this age, it has practically 
no food value. It serves a temporary purpose of cultivating 
a taste for savoury substances, but it should be quickly re- 
placed by a purée of vegetables made from potatoes and other 
roots. Cereals should be used sparingly: the taste for these 
is apt to develop too rapidly to the exclusion of more essential 
foods. For the same reason it is wise to avoid altogether the 
use of sweet biscuits. Wheaten bread is the cereal most com- 
monly used in our diet, but for young children it is best to 
vary the choice of cereals as much as possible, using oatmeal, 
barley, rice, and other cereals known so well as constituents 
of milk puddings. 

From the eighth month onwards eggs, fish, and meat should 
be introduced ; the use of fruits, fruit juice, and vegetables 
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should be extended, and jam, treacle, dripping, and butter 
should be added to the child’s diet. 

The amounts of essential foods which should be taken 
daily by a child of twelve months can be summarized as 
follows: 


Potatoes or other root vegetables .............. 3 oz. 


If the flesh meats are not available the milk should be 
increased to a pint and a half. The bone-making minerals, 
particularly calcium, are fully provided in a pint of milk. 

In addition to these essential body-building and protective 
foods, the appetite will have to be satisfied with the following 
energy-producing foods: lentils, potatoes, bread and other 
cereals, jams, fruits, treacle, dripping, and milk puddings. 
During the winter extra protective foods should be given, 
such as one egg or one ounce of herring or fish roe or one 
teaspoonful of cod-liver oil each day. 


The Second Year 

The second year is a transitional period in which the 
child passes from the milk feeding of infancy to the milk 
and mixed feeding of later childhood. This is a period 
of particular importance, for at this age rickets and other 
nutritional diseases are most likely to appear. 

Twenty-years ago nearly half the children of the toddling 
stage in industrial towns suffered from rickets. The dis- 
covery of the cause and cure of this malady is one of the 
great beneficent services of medical science. In the end it 
was shown that it was caused by eating too little of foods 
containing a bone-forming vitamin. The absence of sun- 
light in winter intensified this lack of the vitamin. The 
vitamin was particularly necessary at periods of rapid 
growth. Thus it could be seen why these children in the 
second year of life suffered so much from rickets. They 
were not receiving enough of the raw material to make 
bone or of vitamin D to stimulate the formation of hard 
bone. The fault lay in the belief that milk was necessary 
only for younger babies, and that a two-year-old child 
was not yet old enough to eat fish, meat, or eggs. Taking 
little or no milk, meat, fish, or egg in their diet, they 
lived mainly on bread, jam, tea, potatoes, and suet pud- 
dings, with only a scrape of fish or meat from their 
parents’ plates. When meat, milk, fish, or egg was placed 
in the diet, or when cod-liver oil was given, rickets disap- 
peared from our big industrial towns. 

The importance of providing the right foods in this 
stage between weaning and the age of three is now 
realized. The diet should contain each day a-pint of milk 
with the same body-building and protective foods which 
have been described for a twelve-months-old child, only in 
larger quantities. This age period is important for another 
reason: it is the stage when likes and dislikes and habits 
of diet which may persist throughout life are being laid 
down. It is of little use providing the essential foods if 
the child refuses to eat them and cries until it gets choco- 
late biscuits and jam. 


Diet in Later Childhood 


From early childhood to adolescence there is a steady 
rise in food requirements, but the principles of dieting 
remain the same throughout. After infancy a child re- 
quires the same kinds of food as an adult, or perhaps it 
would be better,said that adults should eat those kinds of 
food which are known to be suitable to growing boys and 
girls. While the child needs less total food than the adult, 


-its diet must contain relatively more protein, mineral 


materials, and protective materials to allow. for growth of 
bone and other tissues of the body. For example, a child 
requires each day about 1 gramme of calcium, whereas an 
adult requires only two-thirds of a gramme. 


In estimating food requirements it is customary to use the 
physicist’s terminology, in which a calorie is a unit of heat 
energy. In the practice of dietetics it is not necessary to cal- 
culate or use calorie requirements, but an idea of comparative 
food needs at different ages can be gathered from the following 
figures. A child of two requires food to produce about 1,000 
calories a day. A child of six requires food to produce 1,500 
calories a day. A child of ten requires food to produce 2,000 
calories a day. At adolescence a growing boy or girl will 
require as much as an adult following a sedentary occupation— 
that is, 2,500 to 3,000 a day. Some boys at puberty require 
even more than that, and it is a wise precaution to see that 
the extra requirements at that age are not made up only out 
of sweets and cakes from a tuck-shop. Let some of the extra 
requirement be met by an additional supply of milk if: pos- 
sibie. If milk is not available, an extra ounce of cheese, fish, 
fruit, or other body-building and protective foods should be 
sought. 

I will now summarize my remarks on the food require- 
ments in childhood, making use of categories which have 
already been explained. It will be seen that throughout 
childhood a pint of milk should be regarded as the basis 
of the diet. This supplies about half the essential body- 
building proteins and nearly all the calcium which is 
required, 


Optima! Food for a Child 
Aged 2 years 


Aged 10 years 


Basis of the Diet | Milk, 1 to 14 pints a day | Milk, | pint a day 


Body-building 
Foods 


Protective Foods 


Minced meat, fish, poultry, 
1 to 2 oz. a day ; cheese 
(grated), 4 oz. twice or 
thrice weekly 


(a) Butter or vitaminized 
margarine, } oz. a day 
(1 oz. a day if skimmed 


Minced meat, fish, liver, 
poultry, 2 oz. a day; 
cheese (grated or spread 
on food if necessary), $ to 
1 oz. a day 

(a) Butter or vitaminized 
margarine, 1 oz. a day; 
egg, one a day ; 


milk is used). Egg, one or 
a day; (b) Fish roe, herring, sal- 
or mon, liver, 1 oz. a day; 
(b) Fish roe, herring, sal- potatoes, 4 oz. a day; 
mon, liver, | oz. a day ; fruit or fruit juice, 2 oz. 
fruit or fruit juice, 1 oz. a day ; 
a day ; green vegetables, or. 
salad, tomato, or car- | Green’ vegetables, salad, 
rots, 2 oz. a day tomatoes, carrots, 4 oz. 
a day 
Energy-producing | Bread, potatoes, lentils, cereals, jam, treacle, honey, 
Foods dripping, dried fruits, butter, margarine, ham, bacon, 
etc., to satisfy appetite 


Rationed Feeding 


These diets I have described are optimal ones. Provid- 
ing more than enough of body-building and protective 
foods, they carry. in them a considerable factor of safety. 
But with rationing in force it becomes important that we 
should ask to what extent we can reduce these diets, or 
how far the essential foods for children may be restricted 
without harm coming to them. It should first be realized 
that for many years past, through poverty or ignorance, 
Jarge numbers of children in this country have lived on 
diets deficient in proteins and other body-building foods. 
Whatever may happen in the future, it is unlikely that 
food supplies will be so restricted as to cause a general 
lowering of children’s diets to these levels. But the greater 
the restriction the more need there will be to measure care- 
fully the basic requirements of each child and to distribute, 
the available food wisely and economically, 

Children of all ages could live for many months on 
a basic daily diet containing no more than a pint of 
milk with one ounce of cheese, six ounces of potatoes, 
some salad or green vegetables, and one small helping 
of meat, fish, or egg twice a week, leaving the appetite 
to be satisfied by bread, part wholemeal and part~white, 
margarine, dripping, and jam, oatmeal, and pulses in the 
form of fresh or dried peas and beans. At this basic 
level of diet a child should receive in addition during the 
winter months a teaspoonful of cod-liver oil or, failing 
that, an ounce of butter. or a helping of liver or fresh 
fish. 
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Much has been learned about effective rationing by 
making dietary surveys in families with low incomes 
where excellent health is maintained by a wise spending 
of money and careful cooking and distribution of the 
food. These surveys have shown that most of these 
families use the same methods of preventing any waste of 
meat foods and fat. 


The commonest method is to use a stockpot for which every 
scrap of protein food, cooked or uncooked, is saved, which is 
reinforced each day by adding potatoes, split peas, lentils, 
and other pulses. The soup from this stock has no special 
nutritive value beyond that of the substances put into it, but 
it makes the fullest use of all available protein food and 
serves yet another purpose in ensuring an easy method of dis- 
tribution of this food between different members of the 
family. The habit of placing about an ounce of grated cheese 
in the bowl of soup before it is eaten is an additional and 
satisfactory device for getting the most out of restricted 
protein foods. If each child were given a bowl of this soup 
every day, in addition to the basic diet which has been 
described, all the food materials essential for healthy growth 
would be provided. 


In seeking advice about feeding children some parents 
in the past have been in the habit of demanding from 
their advisers a detailed diet list or menu for each meal. 
This should never be necessary. The facts about food are 
very simple and should be understood in terms of the total 
daily requirement of essential body-building and protective 
foods. Common sense must dictate how this is to be 
spread over the different meals. 

[Dr. Spence here described the Oslo “ breakfast,” adding 
the suggestion that in an English household the best time 
of the day to provide the “ breakfast ” was tea-time, when 
children were most hungry and when ordinarily the diet 
consisted of wheaten flour in various forms. He con- 
cluded his lecture with an explanation of the value of 
milk as a food and the importance of pasteurization.] 


WORK OF EMERGENCY HOSPITALS 


CASUALTIES FROM DUNKIRK 


The following is an account of the work of the Emergency 
Medical Service, Ministry of Health, in connexion with the 
evacuation of Dunkirk, as seen from one of the Sector 
Headquarters. 


The Sector Scheme tested in Reverse 


When the general plan of the Emergency Hospital Scheme 
was formulated it was designed to meet demands arising 
from heavy air raid casualties. The London area was divided 
into ten sectors, each with its apex in or near Central London, 
and each associated with one of the large teaching hospitals. 
Peripherally, the sectors widened out to a base some thirty 
to forty miles away. This sector scheme was adopted in 
order to provide for an outflow of wounded from the casualty 
receiving hospitals in London to advanced bases in the 
periphery of the capital, and so to the base hospitals situated 
in the deeper parts of the sector. The casualty receiving 
hospitals were, for the time being, reduced in size and the 
surplus medical and nursing staffs were transferred to the 
outer hospitals, which had been increased in size and suitably 
equipped for the purpose they were intended to serve. It 
was a curious irony of fortune that on the first occasion on 
which this Secior Scheme was tested out the stream of 
casualties should have come not from the apex in London 
but from the base. 

The circumstances surrounding the evacuation from Dunkirk 
involved the occurrence of many casualties on the beaches 
‘and in the boats, and these, together with many casualties 
from the Dunkirk area, crossed the Straits in a variety of small 
craft, which landed them at ports, piers, and beaches round 
the coasts of Kent and Sussex, from which they were 
evacuated inwards into Sectors IX and X, either directly or 
indirectly through the local hospitals on the coast. 


The sector hospitals had exercised a wise discretion in 
“making ” empty beds in the days preceding the evacuation so 
as to be prepared for any emergency, and in those in outer 
South-East London and inner Kent more than 5,000 beds were 
available. A similar precaution had been taken in the coast 
towns and in outer Kent and Sussex, where some 2.000 beds 


were ready for occupation. 


Sorting Out the Wounded 


From the hospital ships which brought the first batches 
of wounded to this country the most serious cases were taken 
to the Emergency Medical Service hospitals in the vicinity of 
the port to obviate the strain of a railway journey on a 
hospital train and to ensure active treatment at the earliest 
possible moment. The less severely wounded were taken on by 
train beyond the confines of Kent and Sussex and distributed 
to anxiously expectant E.M.S. hospitals in other sectors. 
After the hospital ships came the smaller boats, each having 
some wounded to disembark. Crassing the Straits by divers 
routes, they landed at a variety of places. There medical 
Officers from the R.A.M.C. and the R.N. received and sorted 
them out into walking wounded and stretcher cases, and the 
latter were taken in ambulances of all sorts to the local 
E.M.S. hospitals. 


As soon as these hospitals began to feel the strain the plan 
of evacuation to more distant hospitals was put into operation. 
Cases were transferred from the coastal hospitals to the 
E.M.S#hospitals within the sector, so as to retain empty beds 
in the former. But more and more small boats kept coming 
in, each with its quota of casualties. These had been wounded 
on the beach at Dunkirk and in the boats on the way over. 
Some had burns from incendiary bombs. One such group 
had the misfortune to have their boat sunk and to be thrown 
into the sea. Then they were rescued by another craft, which 
in its turn was also sunk. After these experiences and a 
period of two and a half hours’ immersion in the sea, they 
were finally rescued and brought to land. It is good to know 
from the subsequent history of these cases that their unusual 
adventures did not retard their recovery. 


The Flow of Casualties 


Stull, throughout May 31 and June 1 and 2 the flow con- 
tinued. Military ambulances and ambulance coaches, con- 
veying ten stretcher cases each, brought their burdens from 
the coast. Soon the hospitals in Tunbridge Wells and Maid- 
stone were working to capacity, and though they still had 
many empty beds additional sector hospitals were utilized 
sO as to ensure rapid surgical treatment of all the cases. At 
times the messages which reached sector headquarters from 
the various ports were contradictory, and this was not sur- 
prising in view of the attendant circumstances. At one 
hospital the doctors, nurses, and stretcher-bearers stood by 
all night to receive a convoy which miraculously disappeared 
into thin air, leaving no trace. Nevertheless all the hospitals 
concerned had plenty of work to do, and they operated 
without interruption day and night. 


As there was no means of knowing when the flow would 
stop, arrangements were made to evacuate many of the less 
seriously injured to the West Country. Green Line ambulance 
coaches called at a number of hospitals at 9 o'clock one 
morning and transported their quota of patients to the station. 
These were put on board a casualty evacuation train, under 
a responsible medical officer and a staff of sisters and nurses, 
and conveyed to their destination, where they were safely in 
hospital and in bed by 8 p.m. the same evening, tired but 


little the worse for their long journey. Three further 


evacuations were carried out in the same way to different 
destinations, with the result that the sector could comfortably 
have dealt with at least three times the number it was called 
on to handle. 


Response of the Sector Hospitals 


Actually 1.873 cases were treated in sector hospitals during 
a period of twelve days. These included soldiers, sailors, 
and a few refugees, French, Belgian, and British, officers and 
other ranks. Despite the fact that nearly half of this total 
had received no treatment other than first aid before they 
reached the sector hospitals, and that they were carried in 
ambulances and ambulance coaches over distances varying 
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from thirty to sixty miles, the death rate has been much lower 
than might have been anticipated. Only 33 patients died, 
which is approximately 1.7 per cent. of the total. The 
wonderful spirit and recuperative powers of the troops, both 
French and British, impressed everyone who came _ into 
contact with them, and was an added stimulus to the staffs of 
the hospitals. 

The response of the sector hospitals to the demands of 
Sector Headquarters was wonderful. Even those that were 
worked hardest kept asking for additional convoys, and not 
one was found to confess that it could not undertake any more 
work. All appeared to welcome the strain put on them, 
and they made it a point of honour to see that everything 
possible was done for the incoming wounded with the 
maximum speed., 

As the work increased mobile surgical teams from London 
were dispatched to the hospitals most deeply involved. Two 
were sent to towns on the coast, and additional trained theatre 
nurses, house officers, and student dressers were drafted into 
coastal hospitals that needed their help. The medical super- 
intendents kept in close touch with Sector Headquarters, but 
it was noticeable that they asked for help only when it was 
urgently needed, so anxious were their own staffs to put in 
every ounce. 

Many others took part in different capacities and gave 
ungrudging help. The staffs of the ambulance coaches saw to 
it that their coaches ran like clockwork ; the Women’s Volun- 
tary Service undertook all varieties of work, day arf night, 
and their provision of smokes and refreshments at the station 
from which the evacuation trains set out and at the stations 
on the route was fully appreciated by the wounded, who, 
despite a hearty meal before leaving the sector hospital, were 
ready for more after arriving at the entraining point and 
on the journey. The railway officials went out of their way 
to meet every demand and to ensure, so far as was humanly 
possible, that the journey should be comfortable and 
expeditious. 

Many lessons were learned as the result of this new experi- 
ence. Transhipment from smaller to larger ambulances en 
route from the ports to the sector hospitals was originally 
intended, but was abandoned at the first attempt to put it into 
practice because of the delay entailed and the exposure of the 
patients to increased shock. The value of spreading cases 
over a number of different hospitals to ensure early active 
treatment far outweighed the disadvantage of the longer ambu- 
lance journeys which that procedure entailed. The importance 
of intimate liaison between Sector Headquarters and the 
individual hospitals which enabled this to be effected was 
emphasized, and the value of the personal contacts effected 
during the winter and the spring was very apparent. 


PREVENTION OF VENEREAL DISEASE 


The following statement on the Prevention of Venereal 
Disease has been drawn up for publication by the Medical 
Women’s Federation (73, Bourne Way, Hayes, Bromley, 
Kent). 

Statement by Medical Women’s Federation 

The presence in this country and elsewhere of large numbers 
of men and women serving in His Majesty’s Forces raises 
numerous problems of social health and behaviour, among 
which the prevention of venereal disease is of particular 
importance. 

Probably the most effective way of dealing with such prob- 
lems is through well-organized welfare services available for 
all men and women in the Forces. Such welfare services 
should not only secure ample arrangements for healthy recrea- 
tion and amusement but should also provide education and 
advice in matters of health and hygiene. The work of welfare 
officers has proved a most valuable factor in maintaining good 
morale, but the staff should be augmented by suitably qualified 
men and women, and individual private hospitality should be 
encouraged and welcomed in association with the official 
organization. Provision of this kind is considered to be of 
primary importance in the prevention of venereal disease. 

The Medical Women’s Federation wishes to emphasize the 
importance of suitable sex teaching, with the object of develop- 


ing a social conscience in both men and women. It considers 
that appropriate education in sex hygiene should be given to 
all members of the Forces, and that instruction should be given 
to women by a medical woman who has special experience in 
social hygiene and has a practical knowledge of her subject. 
Members of the Women’s Forces who contract venereal 
disease should not necessarily be dismissed, but should be 
given adequate and sympathetic treatment. Similar facilities 
for treatment should be provided for them as for the men, 
and they should have access to a medical woman. 


The Medical Women’s Federation desires to state with 
emphasis that it believes maisons tolerées to be a danger to 
health and likely to lead to an increase of venereal disease. 
Further, although some individual infection may be prevented 
by the use of “ prophylactic packets,” the Federation depre- 
cates their routine distribution, if this still exists, as such 
action, by implying official sanction of illicit intercourse which 
is in some degree safeguarded, is likely to increase promiscuity 
and the incidence of venereal disease. 

The Medical Women’s Federation trusts that facilities for edu- 
cation, welfare, and treatment will also be made fully available 
for munition and other groups of workers, especially for those 
who are working long hours and are particularly liable to 
strain and fatigue. 


Reports of Societies 


SULPHONAMIDE TREATMENT IN THE FIELD 


At the thirty-third annual meeting of the Royal Society 
of Tropical Medicine and Hygiene, held at Manson House, 
London, W., with the president, Sir RICKARD CHRISTOPHERS, 
F.R.S., in the chair, Dr. J. BRYANT read a paper entitled 
“Field Experiences with the Sulphanilamide Group of 
Drugs in the Southern Sudan.” 


Dr. Bryant in his introductory remarks explained that his 
observations had been made under very primitive conditions, 
and that much of the treatment was in the hands of illiterate 
native dressers. The climate was bad. White men did not 
thrive, malignant malaria and blackwater fever being among 
the chief evils. Many of the tribes, however, were unspoilt 
and made excellent patients who gave good and accurate 
histories. Case histories were sometimes difficult to take at 
second hand. The patients comprised two different anthro- 
pological groups. (1) The Nilotics, who were pastoral spear- 
men, possessed cattle, and lived in fly-free, flat, grassy, swampy 
country, park land, and light forest ; and (2) the forest dwellers, 
who were both bowmen and spearmen, living in tsetse country 
which was cattleless. As might be expected, the tribal groups 
in the Southern Sudan reacted very differently to various drugs 
and diseases. Bismuth for yaws could be administered in 
full dosage to Nilotics (Dinka, Shilluk, and Nuer), whereas 
caution had to be exercised with the same drugs in forest 
dwellers (Azande, Bongo, and others), or a dangerous stomatitis 
resulted. Chloroform was ill tolerated by Nilotics, well by 
the Azande. It did not follow, therefore, that the results of 
treatment in the Southern Sudan would necessarily have its 
counterpart in Europe or even in parts of Africa. 


Cerebrospinal Fever.—Owing to the fact that these powerful 
native patients were difficult to manage and spat the powdered 
tablets out, it proved impossible to give sulphapyridine 
(M & B 693) orally. Previously it had been found that sus- 
pensions of imperfectly dissolved sulphanilamide could be 
administered both intramuscularly and intrathecally without 
ill effect, so powdered tablets of sulphapyridine were suspended 
in water, sterilized by boiling for one hour in a water-bath, 
and injected intramuscularly in a dosage of 1 gramme to 
10 c.cm. A fine flocculent suspension resulted. The average 
severely ill case now received 10 tablets or 5 grammes, but 
in the earlier cases the total averaged 3.25 grammes. Occa- 
sional lumbar punctures were performed to relieve pressure. 
The mortality in the 1939 epidemic in treated cases was 5%, 
but during the present year it had risen to 10%. Several 
patients with pneumococcal meningitis were treated along 
these lines, but they all died. 
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Tetanus.—During the epidemic of cerebrospinal fever 
twenty-two cases of tetanus came under observation and were 
treated with sodium evipan in conjunction with sulphapyridine. 
The mortality in this series was only 22.7%, compared with 
the usual mortality rate of 80% among the Dinka. In dis- 
pensaries evipan was given in 1-gramme doses morning and 
evening, and if advisable in the afternoon as well, while 


_ narcosis was prolonged where necessary with morphine and 


other sedatives. Sulphapyridine was given as a saline sus- 
pension, three to five intramuscular injections constituting 
the course. 


Gonorrhoea.—Cases Were treated with sulphanilamide and 
with sulphapyridine. The drug in both instances was adminis- 
tered in suspension in saline and gave satisfactory results, but 
with sulphanilamide the relapse rate (early and late) was 
greater, larger quantities of the drug had to be employed, and 
intramuscular injections were less painful. With sulpha- 
pyridine daily injections of 1 gramme in 10 c.cm. of saline 
were given for four days. Three consecutive negative smears 
were regarded as the criterion of cure, but if gonococci were 
found another course of 4 grammes was given after an interval 
of six days. It was possible that the excellent results obtained 
from the intramuscular injections of powdered tablets were 
due partly to the strong febrile reaction they produced. 


General Discussion 


Sir WiLLiAM WILLCOx pointed out that owing to deficiency 
of supply and difficulty experienced with natives it had not 


been possible to give sulphapyridine in large dosage by the’ 


oral route. Dr. Bryant had conceived the idea of sterilizing 
the tablets by boiling for an hour in water ; the tablets con- 
tained a small quantity of starch, and a mucilaginous suspen- 
sion of the drug was obtained. He gave in this way 1 gramme 
of the drug intramuscularly each day for four or five days, 
then after an interval of a few days the course was repeated 
if necessary. A remarkably high percentage of recoveries 
ensued, and the results quite equalled those obtained orally 
with doses of this drug four or five times as great. Sir 
William Willcox suggested that the enhanced curative action 
of the drug might be partly due to “ protein shock ” caused 
by the starch content of the injected liquid. 


Dr. F. MURGATROYD said the results obtained by Dr. Bryant 
were as stimulating as they were surprising. He suggested 
that the temperatures which these patients developed after 
the injection of boiled tablets might be exerting a therapeutic 
effect, especially in gonorrhoea. Although strains of gonococci 
differed in their resistance to heat, many strains succumbed 
to temperatures tolerable to man, and there were many reports, 
particularly from America, of successes by means of ten hours’ 
treatment with the Kettering hypotherm at a temperature of 
106°-107° F. This temperature was relatively very high, but 
Ballenger and his colleagues suggested that lower temperatures, 
especially combined with chemotherapy, might be equally 
effective. They employed three-houriy periods at 103°-104° F. 
every other day for three sessions combined with the adminis- 
tration of 4 to 5 grammes of sulphanilamide daily. He 
wondered whether the heating of the tablets in the prepara- 
tion of the suspension produced any change in the drug, and 
pointed out that if the effect was due to the injection of starch 
the term “ protein shock ” would require qualification. 


Wing Commander MCcELLIGOT suggested that superadded 
malaria might be a factor contributing to the success of what 
appeared to be an entirely inadequate treatment for gonor- 
rhoea in this country. Injections of the oily suspension of 
sulphapyridine were much less effective than the oral product, 
but recently he had had an opportunity of treating cerebro- 
spinal fever with dagenan sodium (the soluble sodium salt 
of sulphapyridine) and the results had been remarkable. 


H. SaGiio (Thése de Paris, 1940, No. 276), who records ten 
illustrative cases in patients aged from 34 to 65, maintains 
that the ecchymoses found in tabes, which are generally 
attributed to tabes and regarded as due to a nervous disturb- 
ance, are not more frequent in tabetics than in other persons. 
The symptoms and course of the ecchymoses are those of an 
inflammatory effusion of blood and are merely a coincidence. 


Correspondence 


Industrial Health in Wartime 


Sir,—The prominence which you have given and are giving 
in the Journal to this subject is a matter for the warmest com- 
ment. That it should have taken ten months of war for the 
question of industrial fatigue to obtain the attention it demands 
and for efforts at its prevention to reach their full momentum 
gives cause for grave concern. Particularly is this so in view 
of the fact that the data and findings which resulted from the 
investigations of the Health of Munition Workers Committee 
during the war of 1914-18 lay ready to hand. 

In an article upon this subject entitled “A Psychological 
Aspect of the Rearmament Programme,” which you were so 
good as to publish as long ago as October 21, 1939 (p. 801), 
and which incidentally met with a certain amount of adverse 
criticism from authoritative psychiatric sources, I made the 
following observations: 

““... It is becoming apparent that these lessons ... are not 
being adequately applied at the present time, and the aim of this 
communication is to enlist the help of the profession in drawing 
attention to the problem before its effects begin to make themselves 
felt not only upon the health of individuals concerned but upon the 
vigour with which the nation can continue to prosecute its cause. 

“|. . The object has been to call attention to the discrepancy 
between previous scientific findings as to working hours and con- 
ditions of work such as are current in industrial practice under the 
exigencies of our present rearmament programme. ... The very 
demand for supreme national effort is also the argument for the 
closest study concerning productive capacity in its fullest and most 
lasting sense.” 


My only excuse for again trespassing upon your space is to 
stress once more the part which our profession, by virtue of 
the geographic distribution of its members throughout the 
country, can still play by observing and noting carefully all 
the cases that come to their notice in which fatigue and general 
nervous exhaustion appear to have been playing a contributory 
part. In a proportion of such cases it may be found that the 
patient has been working more than seventy, and perhaps even 
eighty, hours per week (a seven-day week), and that not as an 
isolated effort only but over a lengthy period. So long as it 
is possible for individuals to do this, and the inducements— 
never so great as they are to-day—for them to do so remain 
so long will this undesirable state of affairs continue to the 
ultimate detriment and diminution of productive capacity.—l 
am, etc., 

Liverpool, July 12. S. BARTON Hatt, M.D., D.P.M. 


Treatment of Gas Gangrene 


Sir,—There have been several articles recently in the Journal 
on the treatment of gas gangrene, and in your issue of June 29 
(p. 1068) Mr. John Hosford raises an important point—that 
the term “gas gangrene” should be reserved for those cases 
showing marked toxaemia and massive oedema of tissues to- 
gether with the presence of anaerobic gas-forming organisms. 
It seems to me that many cases that show an infection with these 
organisms, but without the evidence of death of muscle or cel- 
lular tissue and without the toxaemia, should not be labelled 
“gas gangrene” but be spoken of as infected with anaerobic 
organisms. To my mind this differentiation should be made, 
particularly having regard to the treatment of these cases with 
sulphanilamide or sulphapyridine, as in practically all these 
infections the anaerobic organisms are accompanied by haemo- 
lytic streptococci or other pathogenic organisms, and it may 
be that the beneficial influence of the drug is due to its effect 
on these latter organisms rather than to its effect on the 
anaerobes. 

At the Emergency Service Hospital to which I have been 
attached since the outbreak of war we have received numerous 
convoys from France, but only in one case, until recently, 
was an example of true gas gangrene found. 

This particular patient had sustained a compound fracture of 
the lower third of the tibia and fibula together with a simple 
comminuted fracture of the femur of the same limb from a motor 
accident. The leg wound was excised and the limb immobilized in 
plaster, but on arrival in England typical gas gangrene was present, 
with gas in the muscle planes of the leg extending towards the 
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knee. The patient was extremely toxic with a high temperature, 
and a microscopical smear from the pus showed the presence of 
Cl. welchii. Amputation was performed through the femoral 
fracture and the patient given intravenous injections of sulphanil- 
amide, together with anti-gas-gangrene serum and blood transfusion. 

On June 3 a convoy was received from Dunkirk and was 
used for this investigation. In the very great majority of these 
cases no patient had been through any field ambulance or 
casualiy clearing station, but was wounded on or near the 
beach and arrived at this hospital with merely a field dressing 
which had not been changed during the two or three days 
since the patient was wounded. From the 230 cases admitted 
in this convoy nine were instances of massive gas gangrene 
and four of them required immediate amputation. In the 
remaining five cases free excision was made of gangrenous 
muscle areas in the neighbourhood of the wound and, after 
treatment with peroxide of hydrogen, the wounds were packed 
with flavine-paraffin or with vaseline gauze and immobilized. 
The operation was followed by treatment with sulphanilamide 
by intravenous injection or by sulphapyridine by the mouth, 
in addition to intravenous injections of anti-gas-gangrene serum 
and some With blood transfusion. Two of these cases are of 
especial interest owing to the extent of spread of the gas 
infection. 

In one case of a gunshot wound of the leg with massive gas 
gangrene above the knee a guillotine amputation was carried out 
in the upper third of the thigh. On the following day gas infec- 
tion and mottling had spread to above the level of the iliac crest, 
and a blood count showed a leucocytosis of 48,000. Further intra- 
venous injections of sulphanilamide and anti-gas-gangrene serum 
were given, and the condition entirely cleared up. 

In the second case of an extensive gunshot wound of the outer 
side of the thigh a mass of gangrenous muscle was excised and 
gas infection spread to the abdominal wall up to the level of the 
lower ribs. This patient made a good recovery after further 
injections of sulphanilamide and injections of serum. 

In fifteen other cases gas-forming anaerobes were present 
either in a direct microscopical smear or on culture. In all these 
cases the wound was freely opened up and any gangrenous 
muscle or cellular tissue was removed. The majority of these 
were given sulphanilamide and injections of serum, and it is a 
significant fact that in both groups no fatality has been 
recorded. In thirty-two other cases, in which the character 
of the discharge from the wound suggested the presence of 
gas-forming organisms, none could be found either on direct 
smear or upon culture. 

With regard to the treatment of gas gangrene, it is difficult 
to make any dogmatic statement upon a series of comparatively 
few cases. but, with the knowledge of the gravity of the 
infection during the last war, it appears evident that treatment 
by means of sulphanilamide or with anti-gas-gangrene serum 
has made a great difference in the prognosis in these cases ; 
this is especially exemplified in the progress made of two of 
the cases in which the infection had spread far above the area 
of operation, both of which made complete recovery. Whether 
this good result is due to the sulphanilamide or to the anti- 
gas-gangrene serum it is difficult to say, as most of the cases 
received both forms of treatment, and I am inclined to think 
that both should be employed. My real object in writing this 
letter is not to emphasize the value of one treatment over 
another, but rather to limit the name of “gas gangrene” to 
those cases which show a marked toxaemia and massive death 
of tissue rather than to label every case “ gas gangrene ” which 
shows an infection with Cl. welchii. 

I would desire to thank Dr. Connolly, the medical superin- 
tendent of this hospital, for allowing me to make use of these 
figures, to my surgical colleagues Prof. Pannett, Mr. Maybury, 
and Mr. Pearce for allowing me to have access to the notes 
of their cases, and to Dr. Morley for his assistance with the 
bacteriological examinations.—I am, etc., 

July 11. R. H. Jocetyn Swan, M.S., F.R.C.S. 


Insulin Treatment of Schizophrenia in Wartime 


Sir,—I wish to raise the question whether the continuation 
of this treatment in wartime is in the national interest. Its 
value remains disputed by alienists after many years’ trial. 
. Some claim that it is the most effective way of restoring many 
schizophrenics temporarily or permanently to “normality.” 
Others say that insulin treatment has no advantages over 


cardiazol, triazol, or electrically induced convulsions. In this 
dispute I have no opinion, but I doubt if these treatments fit 
many patients for a useful part in a national war effort. 

If, however, the insulin hypoglycaemic treatment has no 
proved advantage, it has serious economic drawbacks. It 
often involves the use of as much as 1 Ib. of sugar a day in 
resuscitation—although this could probably be cut down to 
one-tenth by the use of other forms of carbohydrate—and 
enormous doses of insulin day after day. Even in peacetime 
1 have felt somewhat shocked to think of the hundreds of 
units used daily for some schizophrenics, enough to keep ten 
diabetics fit. Now in an island fortress this use of insulin may 
be serious to diabetics. We know that there are large stocks 
of insulin ‘in the country, but we know too that the raw 
pancreas material has been mainly imported in the past and 
this makes us uneasily conservative. With insulin most dia- 
betics are working assets to the country, and several of my 
cases have passed even through the ordeal of the Expeditionary 
Forces successfully—not with my approval, Without insulin, 
inefficiency and death would be the fate of thousands of 
diabetics. 

This letter may rouse protest from many who treat schizo- 
phrenics with insulin, but | would ask them to consider that 
many of their colleagues are not convinced of its merits after 
six years’ trial, that alternative treatments are available, and 
that the treatment is an appreciable drain on the sugar and 
insulin resources of the country. Unfortunately present times 
must influence our sense of values in therapeutics as in other 
spheres.—I am, etc., 

London, W.1, July 12. R. D. Lawrence. 


Histamine in Mental Disease 


Sir,—The search for a modified treatment for the mental 
diseases which have proved amenable to convulsion therapy 
continues. In many cases and in some hospitals and homes 
convulsions cannot be started just now. Even where they can, 
suitable cases are so numerous that a simpler method will be 
welcome. Histamine injections, improvements from which 


‘already justify further trial, have therefore a chance of this. 


But Dr. Horace Hill’ says he cannot say how to start work 
on histamine any more than how he drives a car. Could a 
beginner try to do so? My injections (over eighty so far) 
are based on his, but most of the following points seem to be 
omitted from his book. 

Supplies—Histamine acid phosphate 1°/,, three 
mixtures, vials 1, 2, and 3 containing insulin 1 unit per minim 
and histamine’ 1.0 mg., 1.5 mg., 2.0 mg. respectively per 5 
minims (B.D.H.). Shake the vial; with the syringe fairly dry, 
take 0.1 c.cm. of the histamine 1°/,,, driving out all air ; with 
the patient lying down, inject subcutaneously, say in the fore- 
arm. (This is easier to give than a half-minim of vial 1, the 
half-unit of insulin in the latter being unimportant.) 

Blood pressure should be taken before and about two and 
ten minutes after injection. If there is no idiosyncrasy the 
drop in B.P. will be 15 or less; give 2 minims of vial 1 next 
day. If the drop from this is 40 mm. Hg or less, the next 
dose is 2 minims of vial 2. If this brings the B.P. to about 
90, give 2 minims of vial 3 next time. Rise by 1 minim of 
vial 3 or, if B.P. drops or symptoms are too marked, use 
vials 2 and 1 again, thus raising the insulin while keeping the 
histamine stationary. Doses of histamine in excess of 2.0 mg. 
are rarely used. Suitable doses to follow 5 minims of vial 3 
are: 6 and 7 minims of vial 2 ; then 9 and 10 minims of vial 1. 

Repeat the final or optimum dose to confirm the patient's 
safe reaction to it. Then it can be given three, four, or five 
times a week by the nursing staff with occasional supervision 
by the M.O. Courses last four or five weeks, intervals two 
to four weeks ; improvement has been seen as late as the fifth 
month of treatment and even in incontinent cases. 

Precautions——The insulin dosage does not appear to be 
dangerous, but glucose is kept handy for oral administration. 
Some of my patients had had occasional glycosuria, which 
made them still safer. Adrenaline is kept by against histamine 
poisoning. 

Notes should be, and can easily be, full enough to tell which 
dose is best. The double page of an exercise book, one line 


1 The Histamine and Insulin Treatment of. Schizophrenia and Other Mental 
Diseases, by Horace Hill, M.R.C.P.  Baillitre, Tindall and Cox. 1940 
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per injection, covers about a month’s course. Columns are 
headed : 
Date Time Vial Dose B.P. Pulse 
On the page facing this small columns are for: 
Wheal Flush Rash Eyes (Suffusion of Conjunctivae) 


Also, as required by the individual reaction: 
Headache Dyspnoea Agitation Taste Shivering, etc. 
A larger column for other notes completes the page. 

There will be several entries each for blood pressure and 
pulse. A figure in brackets after each reading indicates 
minutes after injection. The patient can get up after 
forty minutes, or earlier if the pulse tempo is da capo, but 
should rest for a further hour. 

Rationale.—Histamine is believed to be produced in the 
blood during shock. Is it the cause of the mental improve- 
ment after convulsion therapy? Or is the improvement in 
our histamine cases due to the minor degree of shock it 
produces, or to the psychotherapeutic openings during a quietly 
busy half-hour with the patient? Whatever the answer, a 
patient whose home atmosphere militates against cure should, 
before and during the course, stay in a new environment long 
enough to pick up what Dr. Culver Barker* has called “ the 
fostering unpossessive security” of the situation. Then, by 
our conversation while records are being made, we can build 
up “the relationship which is the framework of the healing 
process.” am, etc., 

Milton Abbey, July 4. 


B.M.A. Diet Booklet and Safe Milk 


Sir.—l was delighted to read Dr. Alan Moncrieff’s letter 
(July 6, p. 28) and, because I am in complete sympathy with 
its contents, was much disturbed to note Prof. Picken’s com- 
ments upon it, which appeared in the same issue. It really 
seems lamentable that someone in his influential position 
should be taking up an attitude of such obvious compromise 
in view of what has apparently been the avowed policy of 
the British Medical Association in the matter of “safe milk.” 
Either the British Medical Association adheres to its policy of 
whole-heartedly advocating pasteurized milk or it does not. 
In the latter case it would appear to be abandoning the stand 
it has taken, which is in conformity with enlightened medical 
opinion: as a children’s physician | regard this possibility with 
grave concern.—l am, etc., 

KENNETH H. TALLERMAN, M.D., F.R.C.P. 

London, W.1, July 10. 


K. W. Topp, L.R.C.P., M.R.C.S. 


Oversea Evacuation of Child Contacts of 
Tuberculosis 


Sir,—The general advantages of evacuating school children 
to the Dominions need no further stressing on my part, but 
} would draw attention to one which especially concerns those 
of us in the Public Health Service—namely, the removal of 
such children from households where there is open 
tuberculosis infection. I have found at my dispensaries an 
interest on the part of parents, but a large proportion had 
yet to make a decision, and it has occurred to me that 
tuberculosis officers with their dispensary organization could 
play a prominent part in persuading parents in such households 
to take advantage of the evacuation scheme. This could be 


accomplished not only by personal contact. but also by ~ 


circularizing homes where children were exposed to infection. 
In addition, medical superintendents of sanatoria should take 
steps to point out the benefits of the plan to patients in their 
care. while the family practitioner might assist undecided 
parents in those households having no contact with the 
tuberculosis service. 

I feel that a time like the present, when the risk of infection 
is increased by close congregation in air raid shelters and by 
«a lowered resistance due to general strain, calls for an energetic 
appreciation of the possibilities of the scheme in reducing the 
incidence of tuberculous infection in our young pepulationr. 
—I] am. etc., 

A. Capes, M.D., 
Medical Superintendent, The Mount Sanatorium. 

Bishopstoke, July 9. 


* The Approach to the Patient, by Culver Barker. Society of Individual 
Psychology. 1940 


Chemotherapy of Gonococcal Infection ir 
Women and Children 


Sir,—I have read with great interest Dr. Mary Moffett’s 
article on chemotherapy of gonococcal infections in women 
and children (July 6, p. 8). Apart from the even spacing of 
doses of sulphapyridine, the importance of which is stressed, 
there is a probability that the disappointing results reported 
in her cases of gonococcal vulvovaginitis are due to the fact 
that so much local treatment (average duration four months) 
was given in addition to the drug. In my experience of vulvo- 


_ vaginitis sulphapyridine (M & B 693) rapidly causes disappear- 


ance of discharge and therefore obviates the necessity for local 
treatment. Thus is the vicious circle of masturbation with con- 
sequent congestion and then further irritation of the vulva 
avoided. The congested mucous membranes provide a more 
favourable medium for the gonococcus, and relapses occur 
more frequently in children who masturbate. 

It has not been possible to follow up to date the cases treated 
with sulphapyridine before the war at the Children’s Medical 
Home, Waddon, but the known results of forty cases of gono- 
coccal vulvovaginitis (including twenty-seven reported in the 
Journal of February 18, 1939, 1, 320) are as follows: 


Cases 

Discharged as cured without relapse from home or 
clinic (observation 26 to 35 weeks) . 34 22 

Remained well while under observation in home or 
clinic (observation 16 to 32 weeks) . 10 

Discharged as cured from clinic (observation 10 to 13 


( 
Immediate (due to too small dosage) .. 1 
Later bacterioiogical relapse .. 
Later clinical relapse—no gonococci found . 1 


The majority of these cases received a single course. of 
sulphapyridine, 4 grammes in four days, and in no case was 
any local treatment given beyond swabbing the vulva only for 
the first day or two. In addition 1] have watched a number 
of cases treated with a single course of sulphapyridine before 
admission to the home. The majority passed through the full 
tests of cure without relapse. 

One of the late failures referred to above was reported from 
a clinic as a third relapse with gonococci present after five 
months’ observation. Although the parents had been the 
original source of infection it was stated that this was definitely 
a relapse in the child and not a reinfection. This case empha- 
sizes the fact that there should be no reduction in the period 
of observation in children below the usually accepted standard 
of six months. Perhaps I should add that it is my intention 
in future to treat children on similar lines to adult women and 
to give a seven-day course of sulphapyridine in order to reduce 
if possible the percentage of failures.—I am, etc., 

D. KATHLEEN Brown, 


Medical Officer i/c V.D. Department, 
July 12. South London Hospital for Women. 


Local Treatment with Sulphonamides 


Sirn,—l was interested in the paper by Dr. J. Alexander 
Smith (June 22, p. 1016) concerning the local treatment of 
certain septic conditions with prontosil soluble, as for some 
months I have treated certain cutaneous diseases on similar 
lines. The technique employed has entailed the use of sulpha- 
pyridine. A tablet of M & B 693 is crushed to fine powder, 
which is liberally dusted on to the affected part. The area is 
then covered with pasta zinci co. and a light dressing of 
gauze is applied. 

This method of treatment has considerably reduced the time 
required to cure the average case of ecthyma, and it is often 
successful in cases of impetigo contagiosa which have not 
responded satisfactorily to other lines of treatment. A short 
paper giving a more detailed account of this form of therapy is 
awaiting publication in the Journal of the Royal Army Medical 
Corps.—| am, etc., 

R. M. B. MACKENNA, 

July 9. Major R.A.M.C. 
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Light Armour in Modern Warfare 


Six,—First thanking Mr. Kenneth Walker for his kind 
remarks (July 6, p. 29) | would ask leave to make four points. 

If, as he tells us, there are better steels for our purpose 
to-day than the manganese steel of which we thought so well a 
quarter of a century ago, and if enough of such is available. 
then all future manufacture of the so-called “tin hats” 
should be made of them. I presume that Mr. Walker knows 
of new alloys which are either harder and tougher than man- 
ganese steel, or harder and not less tough, or as hard and 
tougher. ; . 

Next, as twenty-five years ago, I wish to warn everyone 
against the use of the wrong kinds of steel. Very soon after 
1 had begun to advocate the extension of the helmet principle 
to the chest, many metal protectors were sold for use by 
soldiers which were not merely inadequate but dangerous. 
No surgeon myself, I think it is true that surgeons would much 
prefer to deal with many wounds made without armour than 
with many made through armour which lacks toughness and 
splinters and tears accordingly. I advise again, as in 1915, 
that no one should buy armour made of any steel less. tough 
than manganese steel. 7 

Now, in respect of weight, let us not think, yet again, in 
terms of the last war. Then we reckoned the weight to be 
carried by, for instance, men going over the top and advancing 
at the double on the Somme. But nowadays, under 
mechanized conditions, men are not only and always marching 


-or running. There are innumerable instances where the man 


is sitting or standing and called upon but rarely, if at all, to 
march or run. The weight of any protective armour may 
therefore be of relatively little importance. 

Lastly, whilst noting with regret Mr. Walker’s important 
point that the German helmet protects the temples as ours 
does not, may I recall that, when studying the French helmet 
and trying to improve upon it in my prescription and advocacy 
of our own, I made three points: (1) make ours in one piece 
instead of three ; (2) make it of tougher steel ; (3) make it not 
with a practically vertical front but with such a curve, as nearly 
as possible continuous, that a considerable proportion of pro- 
jectiles might be expected to ricochet or glance off it instead 
of penetrating at right angles. This, | think, like the first two 
points, was sound and, like them, was accepted in my model. 
The question now arises, Might not any steel body armour also 
be made convex, after the manner of our ancestors?—l 
am, etc., 


London, W.1, July 13. C. W. SaLceesy, M.D., F.R.S.E. 


Sir,—I have been considerably surprised that no notice 
whatever appears to have been taken (in the three succeeding 
issues of the B.M.J.) of Mr. Kenneth Walker’s invaluable sug- 
gestion in his letter (April 6, p. 585) concerning the use of 
the entrenching tool as body armour for our soldiers. Your 
space is limited, so I must not enlarge too much on the topic. 
The idea is an excellent one. The only thing is that the blade 
of the tool is not as big as it might be, but this could easily 
be remedied by fitting it on to a frame extending a few inches 
out in every direction. It would not take much ingenuity to 
devise such a frame with suitable attachments, and a suitable 
method of fixing the blade so as to be instantaneously remov- 
able for use. From Mr. Walker’s statistics we might expect 
an immediate saving of life of a large percentage of men who 
will otherwise be certain to die of avoidable wounds. Surely 
this is worth the B.M.A.’s impressing on the military authori- 
ties. The extra expense should not be large. I have person- 
ally known of cases of life being saved by even smaller frag- 
ments of “ armour.”—I am, etc., 

Coonoor, S. India, May 25. G. F. Rowcrort, 

Colonel. 


Medical Certificates for Aliens - 


Sir,—It has been suggested that refugees, in an effort to 
avoid internment, are obtaining medical certificates and then 
returning to their beds and staying there when the police 
call to see them. One can see that a man seriously ill cannot 


be removed from his bed to be interned, but there is no reason . 


why the majority should not obtain treatment in an intern- 
ment camp. 


I have been criticized lately by my colleagues for signing 
a certificate to the extent that a man with organic hemiplegia 
undergoing anti-specific treatment at hospital “was an out- 
patient of the hospital and required regular treatment.” It 
was suggested that this certificate could be used to avoid 
internment and therefore should not have been given. Surely 
some official body should make a pronouncement that, out- 
patient treatment is available in internment camps (if it is), 
and that the police are therefore to disregard any certificate 
except one stating that the patient must be confined to bed for 
acute illness. As it stands, a refugee can go from hospital 
to doctor until he obtains some certificate which might do. 
Dubious cases could be decided following consultation with 
a specially appointed Government doctor. 

The responsibility whether or not a man should be-interned 
is clearly for the police, and the doctor should not be placed 
in a position of criticism by stating on a certificate that a man 
undergoing treatment for an undisputed organic disease should 
have regular treatment.—I am, etc., 


London, W.2, July 10. R. R. WILLCOXx. 


Vascular Complications of Cervical Rib 
Sir,—The account in the Journal of June 29 (p. 1062) of 


. Eden’s interesting paper on the vascular complications of 


cervical rib reminds me of two outstanding examples in my 
own series of the scalenus anticus syndrome. | cannot give 
exact details of dates and ages as I am away from home and 
have not the notes beside me, but each presented such dramatic 
features that the facts given are as accurate as vivid experi- 
ences will record. 

Case 1 


A man about 30 years of age was sent to me at the General 
Hospital in Birmingham some five years ago complaining of 
coldness and numbness of the right hand, with small ulcers 
on the tips of the fingers. He had suffered thus for about 
two years, but the condition was getting worse and was inter- 
fering with his work. The hand was not always cold, but it 
became so at some time every day, and especially in cold 
weather or during undue exposure. The fingers never went 
dead white, and the little ulcers were heralded by a discoloured 
spot which would break down and then heal again without 
becoming septic. During the spells of coldness the hand 
would become benumbed and sometimes painful, and move- 
ments of the fingers could only be carried out sluggishly. On 
examination the man was found to be otherwise healthy. The 
hand remained cold for most of the time, and there were none 
of the characteristic phasic changes of Raynaud’s disease. There 
were tiny scabbed ulcers on the tips of all the fingers. The 
radial pulse could be felt, but it was small, and so, too, was 
that of the brachial artery. There was no thickening of the 
vessel walls, and in that the hand was observed to become 
spontaneously warm on occasions, and remained so for about 
thirty hours after an intravenous injection of 50 million T.A.B., 
it was obviously a vasospastic condition, which an x-ray film 
showed to be due to a small cervical rib of the size usually 
adequately dealt with by tenotomy of the scalenus anticus 
muscle. 

The anterior approach through an incision just above and 
parallel to the inner half of the clavicle and turning upwards 
a little at the inner end was used, and nothing untoward took 
place until the last few fibres of the scalenus anticus muscle 
were being cut; the subclavian artery appeared of normal size 
and consistency and was pulsating well. As the last few muscle 
fibres were being cut a tiny spray of blood appeared from 
the upper side of the artery, and it was anticipated that the 
application of a dry mop would soon stop it. It did not ; and 
when a repeated application failed a well-hammered-out piece 
of muscle was applied, but with no effect. A fresh piece was 
used, but again without effect. A mosquito forceps was then 
applied tangentially, but this merely resulted in picking out a 
small piece of vessel wall and leaving a hole about the size 
of the radial artery. I then tried applying a cholecystectomy 
clamp tangentially, but this made a much larger lateral hole, 
the substance of the artery feeling like putty. The bleeding 
was now so profuse and the artery so obviously of abnormal 
consistency that there seemed nothing for it but to put a 
forceps right pores the vessel; but this, alas, cut through 
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as if across plasticine. and we were faced with the butt end . 


ef the second part of the subclavian artery, wide open and 
bleeding as only a subclavian artery can bleed. It was con- 
trolled by digital compression, the first part of the artery was 
exposed, and with considerable apprehension a clamp was put 
across: to the relief of all the vessel wall was normal. and a 
ligature was applied and held well. The third part of the 
artery was also tied and the wound was closed. Unfortu- 
nately, owing to the temporary excitement, a piece for biopsy 
was not obtained. 

One naturally wondered to what extent this man’s arm had 
been put in jeopardy, but it never caused any anxiety, though as 
a precaution everything was done to stimulate circulation. The 
hand remained warm, dry, and pink, and a month later the 
radial pulse returned. I have seen him many times since. and 
he is doing full work and has had no return of symptoms. 

1 think there is no doubt that this man had developed changes 
in the arterial wall that very shortly would have led to 
aneurysm. The macroscopic appearances suggested the results 
of endarteritis of the vasa vasorum, leading especially to de- 
generation of the elastic layer. The satisfactory result of the 
operation supports Leriche’s dictum that a diseased artery acts 
like a sympathetic nerve, for the diseased segment of the artery 
was certainly excised. unintentionally though it was. 


Case Il 


About four years ago | was asked by my colleague Dr. 
A. P. Thomson to see in consultation a lady aged 60. One 
week previously she had been tying up parcels of presents, 
and immediately after snapping a piece of string felt a sharp 
pain just above the right clavicle, and her arm fairly rapidly 
became heavy and “dead.” Within half an hour it was use- 
less. When we saw her the right upper limb below about the 
middle of the arm was cold, blue, and slightly oedematous. 
There was no pulsation in any part of the arterial tree; but 
she was rather obese, and it was difficult to judge accurately. 
There was, however, a somewhat sluggish capillary circula- 
tion and no suggestion of gangrene in the fingers; these she 
could just move, though she could not lift the arm or bend 
the elbow. There was nothing in the general examination 
to cause us to suspect any source of embolus, and yet the 
onset was so catastrophic as to suggest a mechanical factor. 
On putting the hands into the supraclavicular spaces | felt 
a pair of the largest cervical ribs it has been my lot to meet. 
We concluded that the sudden muscular action of snapping 
the string had damaged an atheromatous patch on the sub- 
clavian artery by jamming it against the cervical rib, causing 
a partial occlusion and probably a superimposed spasm. It 
is remarkable that the patient had suffered no previous symp- 
toms. The oedema was merely that of inactivity, for there was 
no evidence of axillary vein thrombosis—a condition with 
which I am well familiar and one which could be brought 
about by some such unaccustomed action as repeated snapping 
of string. 1 did not see this patient again. but was informed 
that she made a steady spontaneous recovery.—I am, etc.. 

July 8. F. A. R. STamMmMeRS, F.R.C.S., 

Lieut.-Colonel R.A.M.C. 


First Aid for Burns 


Sir,—The public have received a circular from the Ministry 
of Health asking them to use tannic acid jelly or weak tea for 
the first-aid treatment of burns. In practice | have found 
that lint or linen soaked in a solution of bicarbonate of soda, 
one tablespoonful to a pint of warm water, the smooth side 
applied to the burn, and kept moist with the aid of oil-silk. 
greased or waxed paper, relieves the pain and the toxaemia. 

The jelly is suitable for first-degree burns, but the second 
and third must first be rendered sterile and the dead pieces of 
skin, etc., carefully removed, under an anaesthetic if necessary, 
and allowed to dry or be artificially dried before the dressing 
is applied. If this is not done one is called to treat a burn o1 
burns requiring a light anaesthetic to remove adherent dress- 
ings, raw areas, which are usually infected, being found under- 
neath. The bicarbonate of soda is in every kitchen, is inex- 
pensive, and can easily be washed off and tannic acid or the 
jelly applied later when skilled attention is at hand.—I am. etc., 


Leeds, July 7. L. C. LopGe, M.R.C.S., L.R.C.P. 


Obituary 


DAVID ELLIOT DICKSON, M.D., F.R.C.S.Ed. 

Lochgelly, Fife 
By the death of Dr. D. Elliot Dickson there has passed 
away a loyal member of the British Medical Association 
and a genial personality. Graduating in Edinburgh in 
1897, he joined the Association next year, becoming a 
secretary of the Fife Branch in 1921, but this was relatively 
a small part of his service. He was elected to the 
Scottish Committee in 1919, remaining on it till the end. 
He was on the Insurance Acts Scottish Subcommittee 
for twenty-one years and on the parent committee for 
twelve, on that for the General Medical Services Scheme 
for five years, as also on the Medical Education, Central 
Emergency, and Protection of Practices Committees, and 
was Chairman of the Panel Conferences for two years. 
To all these he brought a quick intelligence, an ability 
to see and make allowance for other men’s points of 
view, and an unfailing good humour with which to meet 
difficulties. 

In practice Dickson was first and last devoted to the 
service of the collier and his family and how best to — 
improve their conditions. Following the example of the 
late T. G. Nasmyth, who when a colliery surgeon did 
pioneer work on the air of mines, Dickson chose as his 
thesis for the doctorate a study of “ Arteriosclerosis and 
High Blood Pressure in Miners.” Many years afterwards 
he gave a fruitful address on “The Morbid Miner” 
before the Edinburgh Medico-Sociological Society of 
Edinburgh, which led to the study, under a grant from 
the Leverhulme -bequest, of the conditions of life in 
recent times of the mining industry, now in course of 
print. Dickson’s social relations were very happy. There 
are two sons now in medical practice, both of whom 
(with a sister also at St. Andrews) were hockey inter- 
nationals, and he had much joy in watching their achieve- 
ments. He was a popular medical officer in the 7th 
Battalion the Black Watch, and went with them to France 
in the last war. His chief recreation was angling in 
Loch Leven, where he reached the status of international 
honours by selection to compete in the annual England y. 
Scotland competition. 


It should be remembered that through many of these 
years of varied activities Dickson. was hindered by _ ill- 
health, sometimes of a serious nature, borne with consum- 
mate calmness and objectivity, salted as ever with kindly 
humour. Some years ago he underwent a very serious 
operation, making such a brillrant recovery that for some 
time he kept advising all his friends to “go and do 
likewise.” Even to the last this cheerful bravery remained 


-with him. He leaves behind him the impress of a fine 


courageous happy soul looking always at the better side 
of all his neighbours. We shall miss his cheery presence 


in Fife. 
C.E. D. 
G. P. NORMAN, M.D. 
Radiologist, Princess Alice Hospital, Eastbourne 

We regret to announce the death of Dr. George Percy 
Norman of Eastbourne. He studied medicine at the Uni- 
versity of Edinburgh, graduating M.B., Ch.B. in 1905 and 
proceeding M.D. four years later. After qualification he 
held a number of resident appointments and went a voyage 
to Japan as ship surgeon. In 1909 he started general 
practice in Oldham and remained there until 1923. During 
that time he took up radiology and was radiologist to the 
Oldham Royal Infirmary. In the last war he served for 
three years with the R.A.M.C. and was at Salonika. In 
1923 he went to Eastbourne, where, he practised as a 
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radiologist until his death. He was appointed radiologist 
to Princess Alice Hospital in 1923 and was also consulting 
radiologist :o St. Mary’s Hospital and the Leaf Hospital. 


Dr. Norman always took the greatest interest in the work 
of the British Medical Association. He was chairman of the 
Eastbourne Division in 1939-40 and represented the Division 
at the Annual Meeting in Aberdeen. Though handicapped by 
ill-health he very rarely missed meetings of the Eastbourne 
Medical Society, of which he was elected president last year. 
He was also a regular attendant at the clinical meetings of 
the Institute of Radiology in London. Experience in general 
practice and sound common sense helped him very much in his 
specialty and enabled him to see the patient and the radiologi- 
cal findings in true perspective. He had the highest standards 
of professional conduct both to his patients and his colleagues. 
Always cheerful and smiling, never hurried, perturbed, or 
angry, he was liked by everyone. He will long be remembered 
for all his kindness and skill by patients and by his fellow 
doctors in Eastbourne. Dr. Norman leaves a widow, a son, 


Dr. A. P. Norman, and a daughter. 


PERCY V. FRY, M.R.C:S. 


We regret to announce the death on July 9 at East Molesey 
of Dr. Percy Victor Fry, a past-president of the Surrey Branch 
of the British Medical Association. He received his medical 
training at Leeds and qualified as M.R.C.S., L.R.C.P. in 1896. 
He joined the Association in 1899, and soon after the last war 
became a member of the Insurance Acts Committee and the 
Ministry of Health Committee, and during the past twenty 
years served on a number of subcommittees at headquarters. 
He was elected chairman of the Kingston Division last year, 
and at the time of his death held office as honorary secretary 
of the Surrey Branch in addition to carrying out the duties of 
secretary of the Surrey Local Medical and Panel Committee. 


Dr. H. R. Cran, chairman of the County of Surrey Local 
Medical and Panel Committees, writes: 


The death of Dr. Percy V. Fry is a great loss to the whole 
of the profession in the county of Surrey and one that it will 
be difficult to fill. As secretary of the county Local Medical 
and Panel Committees he put in a large amount of hard work 
and never spared himself. He understood the intricacies ot 
national health insurance work as no one else, and in diffi- 
culties he was looked upon by all practitioners in the county 
as their adviser and friend. His advice was always sound and 
given in the most courteous way. His business ability was 
very high, making easy the work of the committee, especially 
ot the officers. We mourn the loss of a colleague, a good 
friend, and a great worker. 


We regret to announce the death in Montreal on July 6 of 
Dr. Freperick GAULT FINLEY, LL.D., emeritus professor of 
medicine in McGill University and consulting physician to 
the General Hospital, Montreal, who had been a member 
of the British Medical Association for half a century. Born 
in 1861 he was educated at Bickerton House School, Southport, 
and Owens College, Manchester, taking the M.R.C.S. in 1886 
and the M.B. of London University in the following year. 
He completed his medical education at McGill, where he 
graduated M.D. During the last war Professor Finley was 
consulting physician to the Canadian Forces in England with 
the rank of Colonel C.A.M.C., and in 1918 received the C.B. 
for his services. 


The late Mr. WILLIAM ROBERT WILLIAMS, honorary surgeon 
in charge of out-patients at the Royal Southern Hospital, 
Liverpool, and consulting surgeon to the Liverpool Heart 
Hospital, was born at Warrington in 1898, and studied medi- 
cine at Liverpool and the London Hospital. He graduated 
M.B., B.Ch. of Liverpool University with honours in 1919 
and proceeded M.D. in the following year, and in 1924 took 
both the F.R.C.S.Eng. and the F.R.C.S.Ed., after holding house 
appointments at the Liverpool Stanley Hospital and Liverpool 
Royal Infirmary and the Robert Gee Fellowship in human 
anatomy. Mr. Williams was appointed to the surgical staff of 
the Royal Southern in 1925 and worked for a time as surgical 
registrar and tutor at the Royal Infirmary. He was also 


honorary consulting surgeon to the Prince Edward War 
Memorial Hospital at Rhyl and the Dolgelly Cottage Hospital. 
He had been a member of the Liverpool Medical Institution 
for fifteen years and of the British Medical Association since 
1927. He contributed papers on surgical topics to the Lancet 
and the British Medical Journal. 


Universities and Colleges. 


UNIVERSITY OF OXFORD 


At a Congregation held on July 13 the following medical 
degrees were conferred: 


B.M.—F. Hampson, R. M. Hugo, G. L. L. Reynolds, J. W. Smith, P. L. 
Krohn, E. O. Williams, A. W. W. B. Woods, E. G. W. Clarke, P. R. Cooper, 
J. C. W. Hopkyns, G. W. E. Walker, J. C. Hawks, *G. J. W. Ollerenshaw, 
P. B. Spilsbury, G. Swift, R. G. Thomas, S. C. Dobson, *J. R. O’Brien, 
A. J. F. Eberle, J. E. Sharpley, F. J. S. Chapman, W. J. Tyson, M. G. 
Simmons, A. J. K. Smith, W. E. Alderson, *C. B. Grimaldi, &£. A. Chalk, 
Mrs. E. J. Herrin. 

*In absence. 


UNIVERSITY OF CAMBRIDGE 


Dr. T. S. Hele, Master of Emmanuel College, has been 
appointed deputy for the professor of biochemistry from 
June 22 to the end of the present calendar year, and head 
of the department of bjochemistry so long as he is deputy 
for the professor. The present deputy, Dr. Eric Holmes, who 
was appointed to act until the end of the present academical 
year, is leaving Cambridge to undertake national service. 
Professor David Keilin, M.A., has been re-elected into the 
reg chair of biology for three years ending September 30, 
94 
The titles of the degree of M.B., B.Ch. were conferred 
by diploma in June on Mrs. A. C. Flew of Newnham College. 
The Vice-Chancellor gives notice that the proxy fee will 
not be charged for any degree to be taken on August 3. This 
applies (as well as to other degrees) to degrees for which the 
supplicants’ qualifications include clinical instruction away 
from the University. | 


UNIVERSITY OF LONDON 
_ London Hospital Medical College 
The College Board have made the following award: 


The Price University Entrance Scholarship open to students 
of the Universities of Oxford and Cambridge (value £100) to 
D. Vérel (Corpus Christi College, Cambridge) and W. P. U. 
~—- (Sidney Sussex College, Cambridge) (aeq. scholarship 

ivide 


UNIVERSITY OF LIVERPOOL 


The following candidates have been approved at the examina- 
tions indicated: 


M.D.—C. T. Baynes. 

M.B., Cu.B.—'l. Ansell, 'N. A. G. Covell, 'A. K. Mitting, 'T.-A. Sale, 
Part 111: G. E. Badman, S. C. Barnes, H. N. C. Bleasdale, G. J. C. Brittain, 
D. J. Browne, Helen M. Carmichael, W. F. Christian, J. Collins. E. H. L. 
Cook, E. A. Cookson, Grace T. Dawson. D. W. Ellis-Jones, L. Fletciter, 
W. E. Gill, J. G. Gow, H. G. Griffin, J. B. Hannah, Catharine W. L. Harries, 
R. Hermon, J. R. Hughes, W. J. Hughes, Jean G. Huntley, C. Ibbotson, 
C. N. Iland, M. P. Jones, I. Leveson, Joan F. Macara, M. G. McColl, J. H. H. 
MacRae, J. G. Mott, 7G. V. Osborne, W. H. Partridge, J. A. Pugh, Lettice M. 
Robertson, W. Rotheram, C. Rowlands, C. C Slack, Beryl] M. Smith, R. A. 
Smith, R. H. M. Stewart, P. W. G. Sutton, E. E. Vaughan, G. R. Wadsworth, 
Hilda Walker, Kathleen M. Walters, Mair Williams, E. H. Winterbottom. 
Part II: Katherine E. Ainsworth, *R. A. Allen, G. M. Ardran, *W. W. Aslett, 
G. H. Ball, Olive R. Ballance, Aileen Barry, Anita M. Beck W. H. Berry, 
A. K. Bingham, A. S. G. Binnie, R. S. Cook, B. Devlin, *J. A. Donnellan, 
3C. V. Donnelly, B. Ellenbogen, J. J. Ennitt, B. B. Evans, Elizabeth S. N. 
Fenton, H. W. Forshaw, G. L. Gamble, *N. O. K, Gibbon, A. J. Goldman, 
H. R. Gray, J. J. Hargadon, I. J. Harris, S. Horrocks, J. H. Hughes, T. O. 
Hughes, M. W. Hutchings, *Lillie L. Jackson, Katie H. Jones, Mair E. Jones, 
3N. B. Jones, R. H. Jones, W. J. Jones, Mary Jordan, *A. C. Kirby, *C. A. 
Kovachich, C. C. Laird, T. E. Lamb, R. Lees, D. Leslie, T. B. McMurray, 
M. Makin, K. J.’Mann, Y. Mansour, Lucy D. Meyrick, Norah C. Miller, 
E. L. Moore, *J. Moorhouse, *“J. A. B, Nicholson, J. D. F. Norman, C. N. 
Partington, D. E. Paterson. ‘H. C. Percy-Hughes, G. H. Pimblett, Joan E. M. 
Potts, A. G. Rickards, F. S. Rickards, M. Rosenthal, C. N. Samuell, G. D. 
Scarrow, *G. L. Shatwell, J. M. Switninbank, W. G. Taaffe. W. L. Turner, 
°7E. Walker, C. W. Walton, A. S. Whitehead, “J. K. Wilson, J. Winter, 
A. E. S. Wood, F. J. Zacharias. Passed in Separate Subjects: J. J. Bligh 
(Public Health), Mary R. Menzies (Forensic Medicine and Toxicology). 
Part I: Aileen M. Barry, °S. Bradshaw, V. L. Cooper, H. V. Cross, J. G. K. 
Dean, P. J. Devlin, K. C. Fulton, G. W. Gibbs, Patricia F. M. B. Gould, 
Joan O. Grant, °*T. C. Highton, M. Horwich, R. D. Hotston, F. A. H. Inman, 
W. B. E Jones, J. Littler, M. L. P. Lyons, R. B. McConnell, Jane C. S. 
Maclachlan, **L. Mandel, °*A. J. Marsden, R. H. Martin, E. L. Moore, 
Betty -W. Morris, P. D. Moss, J. C. V. Murphy, S. P. C. O’Reagain, G. J. 
Rees. Hilda M. Reeve, G. C. Roberts, C. D. Rosenwald, D. I. Rowlands, 
T. L. Schofield, R. V. Tracy Forster, Amabel M. Turner, D. C. Watson, 
H. H. Watts, G. A, Wetherell, *D. W. Wilson, A. E. S. Wood, Rosalind Zalin. 
Passed in Separate Subject: H. S. L. Young (Pharmacology and General 
Therapeutics). 

D.P.H»—Part I: J. Mills, Margaret Osborne, S. Ullah. Part II: 7J. Mills, 
G. R. Thorpe, Lucy H. E. Walker, 7G. Wynne-Griffith. 
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D1rP_oMa IN MEDICAL RADIOLOGY AND ELECTROLOGY.—Part A: R. J. Keating 
1. R. O’Keefie. Part B: R. J. Keating, J. C. Kee, W. P. Stevens, S. W. 
Wherrett, J, White. 


1 Second-class honours. ? Distinction in Surgery. * Distinction in Public 
Health. + Distinction in Forensic Medicine and Toxicology. ° Distinction in 
Pharmacology and General Therapeutics. * Distinction in Pathology (including 
Bacteriology). * With" distinction. 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council, held on July 12, 
Dr. Mary E. Jarvis was appointed pathologist at the City 
-— Hospital and in the University Department of Physio- 
ogy. 

The Council received the resignation by Dr. R. S. Kennedy 
of his post of Lecturer in -Mental Diseases. The Council 
accepted the resignation with regret, and accorded its thanks 
to Dr. Kennedy for his services to the University. 


UNIVERSITY OF ABERDEEN 


At a graduation ceremony held on July 11 the following 
medical degrees and diploma were conferred: 
M.D.—'R. F. Macdonald, 7A. I. Cheyne. 


M.B., Cu.B.—* °B. H. Smith, ‘Jane I. Davidson, 'E. G. Hardy, C. J. B. 


Anderson, W. Anderson, R. McF. Bernard, C. A. Birks, S. M. W. Bodie, 
W. Bowmaa, J. R. Boyd, Marie I. Caldwell, S. Catterall, A. C. Clay, 
D. C. Coull, Mora J. Craig, A. Crichton, G. G. Donaldson, P. Duncan, 
J. Dunne, C. G. Elder, K. B. Fraser, F. C. Garrow, M. J. Glen-Campbell, 
J. S. Glennie, Jean 1. Gordon,» E. M. Innes, J. R. S. Innes, W._ Ironside, 
R. McD. S. Keir, R. B. Killoh, A. W. C. Lobban, J. D. G. Macdonald, 
G. L. McEwan, Alice Mackenzie, Isabel E. MacKenzie, D. A. H. McNaught, 
J. Macpherson, A. D. Macrae, R. R. Maitland, Annie M. Mee, C. Michie, 
Cecilia D. Middleton, D. M. Milne, G. P. Mitchell, J. S. C. Monro, A. F. 
Niven, A. Noble, P. H. Peterson, P. V. Pucci, L. W. Ritchie, D. F. Ross, 
Mary G. Scott (née Esslemont), N. C. Sharp, J. Sleigh, W. R. Stephen, 
Jean E. Stuart, G. H. C. Taylor, J. W. ‘Yaylor, W. R. Thomson, L. Watt, 
G. L. Were, J. B. Woolley. 


D-P.:H.—). W. Pickles. 


' Awarded honours for thesis. * Awarded commendation for thesis. * With 
first-class honours. ' With second-class honours. ° Passed Final M.B., Ch.B. 
degrees examination with distinction. 


QUEEN’S UNIVERSITY, BELFAST 


The following candidates have been approved at the examina- 
tion indicatea : 


M.B., B.CH., B.A.O.—*W. M. Darling. D. A. D. Montgomery, tAgatha R. 
Crawford, +tHilary Crymble, +A. P. Grant, *Susan Holland, +R. F. L. Logan, 
+J. F. S. McKee, *R. W. S. Marshall, Sarah J. Adams, S. Allison, W. S. S. 
Archer, M. A. Bell, H. M. Bennett, C. M. Boucher, J. R. Bryars, J. D. A. 
Burns, Ida Campbell, J. A. Chestnutt, R. E, J. Clarke, J. L. Connor, W. J. D. 
Cooper, Kathleen M. Corbett, Winifred M. Cunningham, N. A. Daly, W. R. 
Dickie, J. M. B. Donaldson, J. K. A. Dorman, G. Emerson, M. Fisher, 
H. M. Gault, H. L. B. Girvan, E. H. Gordon, Frances D. Graham, S. L. 
Green, E. C. Greeves, Agnes T. Harbison, A. F. Harbison, B. V. Hassan, 
Kathleen Heron, Mary S. T. Irwin, C. E. Jamison, H. Jefferson, W. S. 
Johnston, A. D. Kelly, R. Linehan, L. H. V. Longmore, G. I. W. Lusk, 
A. R. Lyons, W. T. McClatchey, D. H. McCollum, A. McConnell, R. W. 
McDowell, W. T. S. McKean, Annie M. J. McKenna, J. E. McKnight, 
E. Maclaine, J. Magowan, W. Mathews, J. H. D. Millar, T. G. Milliken, 
D. J. Mitehell, G. Mogey, P. G. Murphy, F. J. O'Kane, J. F. Perry, 
K. Quinlivan, G. Ross, W. Sinclair, P. Steen, Sarah 1. Summ, A. L. Walby, 
W. A. Walker, T. McG. Watt, J. J. S. Wilson, J. D. Wilson, R. J. L. Wilson, 
T. S. Wilson, T. Wright, W. A. Young. 


* With first-class honours. 


+ With second-class honours. 


’ ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Owing to the necessity for economy in paper the Council 
regrets that the Annual Report cannot be supplied to all 
those whose names are on the regular list for posting in 
October, but it must restrict the circulation of this year’s 
report to those Fellows and Members who apply to the 
Secretary by August 1, 1940. 

A quarterly meeting of the Council was held on July 12, 
when Mr. Hugh Lett was re-elected President and Sir James 
Walton and Sir Alfred Webb-Johnson were elected Vice- 
Presidents for the ensuing year. Sir Alfred Webb-Johnson 
and Surgeon Rear-Admiral G. Gordon-Taylor were readmitted 
and Mr. V. Zachary Cope and Mr. Harry Platt were admitted 
to the Council. 

The Hallett Prize, granted on the result of the Primary 
Examination for the Fellowship, was awarded to Miss Audrey 
Ursula Smith of King’s College. The eleventh Macloghlin 
Scholarship was awarded to H. A. Lane. 


Lecturers 


The following professors, lecturers, and demonstrators were 
elected for the ensuing year: ' 


Hunterian Professors—Mr. L. E. C. Norbury, one lecture on 
carcinoma of the rectum ; Dr. H. A. Harris, three lectures on 
anatomy and physiology in relation to paediatrics and orthopaedics ; 
Mr. N. L. Capener, one lecture on the anatomy, mechanics, and 
surgery of the lumbo-sacral region ; Dr. R. E. Smith, one lecture 
on the undescended testicle ; Dr. H. A. Brittain, one lecture on 
the principles of arthrodesia ; Dr. J..M. Yoffey, one lecture on 
experiments on the flow of lymph from the nasopharynx and the 
absorption of dyes, proteins, viruses, and bacteria ; Mr. W. H 
Graham-Jessop, one lecture on the surgery of the great omentum ; 


Dr. F. R. Edwards, one lecture on dried plasma, its preparation 
and administration for the syndrome of shock ; Dr. F. F. Rundle, 
one iecture on some problems in the pathogenesis of thyrotoxicosis : 
Dr. A. J. Helfet, one lecture on calcification and decalcification of 
bone. 

Arris and Gale Lecturers ——Dr. John Beattie, two lectures ; Mr. 
ae =. Cave, one iecture on the comparative anatomy and evolu- 
tioh of the paranasal sinuses. 

Erasmus Wilson Demonstrators—Dr. R. Davies-Colley, two 
demonstrations ; Mr. C. E. Shattock, two demonstrations ; Surgeon 
Rear-Admiral C. P. G. Wakeley, two demonstrations on specimens 
of tumours of the alimentary tract. 


Arnott Demonstrator.—Mr. A. J. E. Cave, six demonstrations. 


Appointments 


The following reappointments for the ensuing year were 
approved: Sir Frank Colyer as Honorary Curator of the Odon- 
tological Collection, and Mr. C. J. S. Thompson as Honorary 
Curator of the Historical Collection. 


Diplomas 


Diplomas of Fellowship were granted to Alan Beckett Birt 
and Percival Ross Wheatley. 

Diplomas were granted, jointly with the Royal College of 
Physicians of London as follows: 

DipLoMa 1N HeaLTH.—T. A. Cockburn, T. P. Evans, Hilary S. M. 
Hadaway, M. Hunter, Elizabeth M. James, J. D. O'Riordan, D. W. G. Smith. 

DIPLOMA IN PsyCHOLOGICAL MEDICINE.—R. C. Abel, E. C. Allibone, D. E. W. 
Anderson, Ww. L. Carruthers, E. P. H. Chariton, J. M. Crawford, E. B. Davies, 
N. Dembovitz, W. N. O. George, K. A. Graf, C. E. Greenwood, F. Kane, 
A. D. Latham, A. P. R. Lewis, A. F. McGlashan, M. N. Pai, J. C. Penton, 
W. L. LI. Rees, Kathleen M. Webster, J. Whitby. 

DipLoMa IN LARYNGOLOGY AND OTOLOGY.-—-Florence Cavanagh, S. Chatterice, 
H. R. Cline, I. G. de Zilva, C. F. Evans, M. Fatin, C. D. Holstock, F. B. 
Korkis, S. Pillai, J. L, Reid. 


The Services 


SERVICE HONOURS 


An Honours List was published in a Supplement to the London 
Gazeite on July 11 and contained the names of the following 
members of the medical profession. 


C.B. (Military) 

ErRNESt MARSHALL CoweLL, C.B.E., D.S.O., T.D.. M.D., 
F.R.C.S. Colonel, late R.A.M.C., T.A. For distinguished 
services in the field. 

SHELDON Francis Dupb.ey, O.B.E., M.D., F.R.C.P. Surgeon 
Rear-Admiral, R.N. Honorary Physician to the King. In 
recognition of distinguished services during the war. 


C.B.E. (Military) 


GorRDON WILSON, O.B.E., M.C., M.B., Colonel, late 
R.A.M.C. For distinguished services in the field. 


O.B.E. (Military) 


WILLIAM ROBERT MACFARLANE DReEw, Captain (temporary 
Major), R.A.M.C. 

COLIN CAMPBELL Biaik GitmMour, M.B., Ch.B. Major, 
Reserve of Officers, Ist (Singapore) Battalion, Straits Settle- 
ments Volunteer Force. 

Ernest WEeNTWortH Wave, D.S.0O., M.D. Lieutenant- 
Colonel, R.A.M.C. 

HERBERT WALKER, M.C., M.R.C.S., L.R.C.P.  Lieutenant- 
Colonel, R.A.M.C. For distinguished services in the field. 


M.B.E. (Military) 


EpMuNnD GILLETT, M.R.C.S., L.R.C.P. Lieutenant (acting 
Major), R.A.M.C. For distinguished services in the field. 

SalyID MUHAMMAD AHMAD Nagvi, Jemadar, Indian Medical 
Department. 

Military Cross 

The King has approved the award of the Military Cross to 
the following officers in the R.A.M.C. for gallant and dis- 
tinguished services in action in connexion with recent opera- 
tions. 

Captain (acting Major) William Melville Arnott, Captain 
(acting Major) Norman Pyecroft, Captain John Russel Heslop, 
Lieut. (acting Major) Hamish Allan, Lieut. (acting Major) 
Charles Walter Simpson, Lieut. (temporary Captain) Mark John 
Lindsay, Lieut. Grove D. Macintosh, and Lieut. Frederick 
Morley Smith, ‘ 
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ARMY AWARDS 
The following awards are announced by the War Office: 


Distinguished Service Order 
Lieut. (temporary Major) Philip Harker Newman, R.A.M.C. 


This officer was responsible for the surgical work in the C.C.S. ; at Bethune 
he organized three twin table operation theatres, and later at Rosendael, 
Dunkirk, such surgical work that couid be undertaken with reduced equip- 
ment. His unremitting keenness, hard work, and skill as a surgeon were a 
source of inspiration toall eniployed in the surgical division, and were the 
means of saving many lives and of giving the best possible treatment under 
most exacting conditions to several hundred badly wounded officers and men. 
This officer cheerfully accepted the ballot whereby he was left in charge of 
wounded that could not be evacuated. 


Military Cross 
Captain Percy Keyte Jenkins, R.A.M.C. 


He established an advanced dressing station at Bray Dunes on May 29, 
which he kept functioning with practically no staff until June 1. ~ 


CASUALTIES IN THE MEDICAL SERVICES 
ROYAL ARMY MEDICAL CORPS 


Lieut. Ivor Rees Davies, R.A.M.C., died from the oan of 
an accident at the age of 25. He was the eldest son of Dr. and 
Mrs. H. R. Davies of Whyteleafe, Surrey, and received his 
medical education at St. Batholomew’s Hospital, qualifying 
M.R.C.S., L.R.C.P. in 1939. He joined the British Medical 
Association soon afterwards. 


Wounded 
Acting Lieut.-Colonel Alexander Bremner, M.C., R.A.M.C. 
Major James Harold Hopper, R.A.M.C. 
Captain George Alfred Kane, R.A.M.C. 
Captain Leslie Frederic William Salmon, R.A.M.C. 
Lieut. Mark Bradford, R.A.M.C. 
Lieut. Frederick Morley Smith, R.A.M.C. 


Missing 


Lieut. Foster Jennings, R.A.M.C. 
Lieut. Norman Bryan Walker, R.A.M.C. 


Medical Notes in Parliament 


Mr. Attlee announced on July 16 that a new Budget will 
be introduced in the House of Commons on July 23. 
It is understood that the Purchase Tax will be included 


‘in this Budget, with amendments, and that proposals will 


be made in respect of income-tax and surtax. The 
Purchase Tax Bill will be withdrawn. 

The Emergency Powers (Defence) (No. 2) Bill intro- 
duced by Sir John Anderson on July 10 and read a first 
time authorizes the making of an Order in Council pro- 
viding for the trial of civilians by special courts where 
the military situation requires this. 


The Nation’s Food 


Speaking on the Ministry of Agriculture Estimates in the 
House of Commons on July 11 Mr. R. S. HUDSON said there 
were adequate supplies of food in this country at present and 
a good reserve, but Parliament must take immediate steps to 
ensure that the people would have enough food even if the 
present import programme had to be curtailed. Scientists said 
the population could live in health, be able to work hard, to 
produce munitions, and to fight on a very different diet from 
that to which they were accustomed, but a diet the greater 
proportion of which could be grown in this country. He 
did not know whether it would be palatable till they grew 
accustomed to it, but he had put in a plea that it should be 
supplemented. by beer. Farmers would be asked in many cases 
to alter their normal production. 

During the debate which followed Mrs. TaTE urged a greater 
production of cheese during wartime. In view of the impor- 
tance of cheese there should be no pasteurization of milk for 
the duration of the war. Colonel BoLes said the new vaccine 
for tuberculin tests for dairy herds had caused disorganization 
among the herds. The incidence of tuberculous infection had 
gone up by leaps and bounds. The new vaccine seemed io 
have a surer effect on doubtful cases which would have escaped 
under the old vaccine. 

Mr. Tom WILLIAMS, in replying to the debate, said that 
with’ the vaccine at present produced at the Ministry of Agri- 
culture’s experimental station at Weybridge more reactors 
were showing up than with the vaccine which was previously 


used. It was now thought that the old vaccine was not of a 
uniform strength and that numbers slipped through which 
might have affected others in the herds. The Weybridge 
vaccine seemed infinitely more stable and reliable than that 
used hitherto. He did not know where that development 
would lead. 


Births in Air Raid Shelters 


On July 10 Mr. Haypay asked Mr. MacDonald to what 
extent medical officers of health had received instructions as 
to first-aid treatment, to be issued at their discretion, involving 
a minor but essential surgical operation in cases of precipitate 
births in air raid shelters ; whether persons who had to carry 
out such first aid, considering that a trained nurse was unlikely 
to be available, would do so without first seeing how it should 
be properly carried out at ah actual confinement ; and whether 
he would encourage such facilities being given. 

Replying for the Minister of Health Miss HorsBRUGH said 


‘instructions had been issued to medical officers of health for 


communication at their discretion to persons in charge of air 
raid shelters. The simple first-aid treatment described in the 
instructions was the most that could be entrusted with safety 


to untrained persons. It would be most undesirable for facili- 


ties to be provided for untrained persons to attend confine- 
ments for purposes of instruction. Such persons might regard 
themselves as competent to deal with situations which 


‘demanded ‘professional attention and be led to take measures 


which might be not only harmful but actually dangerous to 
life. Mr. MacDonald felt the leaflet of instructions was the 
safest way of dealing with the matter. 


Rating of ‘St. Marylebone 


Sir ERNEST GRAHAM-LITTLE, on July 11, drew the attention 
of Mr. MacDonald to the increasing burden-upon ratepayers 


- who remained in the consultant medical quarters of Maryle- 


bone after most of their colleagues had gone for full-time war 
service under the Ministry of Health. He said this already 
entailed an increase of 10° in the rates on occupied houses, 
and that more houses would soon be abandoned owing to that 
increase. Sir Ernest asked the Ministry to consider the 
adoption of means to relieve the situation. 

Mr. MacDONALD answered that, though the increase in the 
rate poundage in the area mentioned was substantial, it did not 
involve a charge outside the range of rates levied by other 
authorities in normal times. He did not contemplate action 
on the lines suggested. 


Expenses of Scottish Central Medical War Committee 


On July 16 Mr. E. Brown told Mr. Groves that the staff 
and office accommodation of the British Medical Association 
in Scotland were available for the work of the Scottish 
Central Medical War Committee, and the extent to which 
these facilities were used varied with the needs of the com- 
mittee. Payment out of public funds was made to the 
Scottish Central Medical War Committee for travelling ex- 
penses of members attending meetings of the central and sub- 
committees. For the period February 22, 1939, to April 25, 
1940, this amounted to £182 3s, Id. 


Typhoid Prophylaxis for the Public 


Mr. E. BROWN, replying on July 16 to Mr. R. Gibson, who 


asked whether, in view of possible breakdown of provisions 
for sanitation in local areas, he would consider taking steps 
to have the whole population inoculated against typhoid fever, 


said he did not think this was practicable or advisable. Facili- _ 


ties were available for anti-typhoid inoculation where re- 
quired. A considerable quantity of typhoid and paratyphoid 
vaccine was now held at several centres in Scotland, and this 
could quickly be made available in any region where there 
was special risk. The local authorities were aware of these 
reserves. 


Travel Permits for Docters—On July 16 Sir ERNEST GRAHAM- 
LittLe asked the Secretary of State for War whether he would 
consider the advisability of issuing to members of the honorary 
staffs of the teaching hospitals certificates to facilitate their passage 
when visiting patients in need of their services outside London. 


Miss HorssruGH said that medical practitioners on the staffs of 


hospitals were being supplied with certificates of employment which 
would facilitate their movement. The question of any necessary 
extension of this system was under consideration. 
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EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


The general increase in the incidence of the more important 
notifiable diseases noted last week has not been maintained ; 
scarlet fever was the only disease showing a considerable 
increase, 1,058 against 884, in which London did not share, 26 
against 32, while the increases in diphtheria, whooping-cough, 
pneumonia, and poliomyelitis were small. 


Scarlet Fever 


Despite the marked increase for the whole country in no 
district can scarlet fever be regarded as epidemic, although in 
several a high incidence is recorded, notably: Lancaster 183 
(Liverpool 37, Bolton 12, Manchester 11, and widely distri- 
buted in urban and rural districts); Yorks, West Riding, 90 
(Leeds 13, Sheffield 7, Wakefield 5); Warwick 69 (Birmingham 
28, Coventry. 16, Solihull U.D. 11).; Glamorgan 46 (Cardiff 8, 
Swansea 3, Ogmore and Garw U.D. 7); Gloucester 34 (Bristol 
21, Cheltenham M.B. 4): Derby 30 (Derby C.B.,.7, Buxton 
M.B. 6); Devon 26 (Plymouth 6, Tiverton R.D. 9). In London 
26 cases were notified and 28 in the municipal boroughs and 
urban districts of Middlesex. 


Measles 


Measles remains the most prevalent infectious disease; it 
has invaded all the administrative health areas in England 
and Wales except three small ones—Holland in Lincoln, Rut- 
land, and Radnorshire. The: industrial areas of Lancaster, 
1,896, and West Riding of Yorks, 1,161, are most involved, 
but many sparsely populated urban and rural districts are 
probably as heavily affected in proportion to the susceptible 
population, but exact data on this aspect are difficult to 
obtain owing to the rapid changes of those at risk in the 
processes of evacuation and re-evacuation. Other counties 
with a high incidence are: Leicester 526, Notts 417, Durham 
416. Derby 313, Surrey 284, Gloucester 220, Northumberland 
209, Glamorgan 190,-Chester 173, Bucks 164, Cornwall 112. 
Notifications in the four largest cities were: Manchester 375, 
Liverpool 201, London 28, Birmingham 15. Scotland is rela-+ 
tively much more severely affected than England and Wales, 
although the disease is not nearly so widely distributed, only 
fourteen of the fifty-five counties and burghs being involved— 
namely, the counties of Lanark 25 and Zetland 7, and the 
burghs of Glasgow 777, Edinburgh 229, Greenock 178, Kirk- 
caldy 95, Dunfermline and Paisley 55 each, Ayr 25, Port 
Glasgow 16, Stirling 13, Rutherglen 7, Aberdeen and Inverness 
1 each. 

Enteric Fever 


Despite the drop in notifications from 205 to 155, the 
disease is present in twenty-seven (twenty-six last week) of the 
sixty-one administrative health areas. Nearly one-half the 
total were recorded in the home counties of Essex, Middlesex, 
Surrey. and Kent, while only in five further counties were 
more than 3 cases notified. Details of the distribution of the 
cases are: Essex 42 (East Ham 5, Southend-on-Sea 1, Barking 
5, Dagenham 7, Ilford 8, Leyton 4, Romford 7, Wanstead and 
Woodford 1, and in the urban districts of Hornchurch and 
Thurrock 2 each); Durham 19 (Consett U.D. 10, Whickham 
U.D. 9); Middlesex 14 (Edmonton 7, Southgate 1, Tottenham 
2, Willesden 1, Wood Green J, and Enfield U.D. 2); Surrey 13 
(Croydon 2, Beddington and Wallington M.B. 1, Coulsdon and 
Purley U.D. 10); Gloucester 8 (Bristol 7, Kingswood U.D. 1); 
London 7 (1 each in the boroughs of Deptford, Greenwich, 
Hackney, Islington, Poplar, Southwark, and Stoke Newington) ; 
Northampton 6 (Kettering 5, Oundle U.D. 1); Kent 5 (Bexley 
2, Erith 1, Orpington U.D. 1, Sevenoaks R.D. 1); Northumber- 
land 4 (Ashington U.D. 2, Newbiggin-by-the-Sea U.D. 1, 
Hexham R.D. 1). 

Acute Poliomyelitis 


Over one-half the total notifications from the whole country 
were in the West Riding of Yorkshire distributed thus: Harro- 
gate 8, Ripon and Pately Bridge R.D. 3, Nidderdale R.D. 2. 
In only one other county was more than one case notified— 
namely, in Lancaster, with one each in Blackburn and Church 
U.D. The other counties affected were Chester, Devon, Kent, 
Southampton, Warwick, Glamorgan, and Monmouthshire, 


« 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and ‘Vital Statistics in the 
British Isles during the week ended June 29, 1940. 

Figures of Principal Notifiable Diseases for the week and those for the 
corresponding week last year, for: (a) England and Wales (London included). 
(administrative county). (c) Scotland. (d)-Eire. (e) Northern 
reland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious 
disease, are for: (a) The 125 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns in 
Northern Ireland. 

A dash — denotes no-cases; a blank space denotes disease not ndtifiable 
or no return available. ; " 


1940 Jo (Corresponding Week) 
@ | © | 
Cerebrospinal fever 2]. 26], 23] 124 
Diphtheria .. .. | 760} 25] 230] 36] 19} 882}.100 | 163] 22] 18 
Dysentery ae a 34 1 29 —! 57 20} 23 a 
Encephalitis 
acute 6) — 1 2}; — 6 1} —| — 
Enteric (typhoid and ; 
paratyphoid) o 155 7 3 9 6} 30 2 6) 11 4 
Deaths 1} —}| 1 —| — 
Erysipelas .. .. 16} 48] 2] 29] so} 2] 1 
Infective enteritis or 
diarrhoea under 2 
years 
Deaths... 34} 8 6 4] 21 6} 9 5 1 
Measies* .. 18,338} 28 11,484 36 SE 8 
Deaths — 9; — 5} — 2} — 
Ophthalmia neona- 
torum... 81 4 .90 34 1 
Deaths 
Pneumonia, influenzal+ |. 478| 18 4 1 1} 449 44; — 12 
Deaths (from in- 
fluenza) .. 71 —| —| — 9 3 2) — 
Pneumonia, 134 137] 21 
Deathst{ Ed 12 4 3 6 4 6 
Polio- 
acute 1; — 2 
Poliomyelitis, acute .. 25; — 2; —| — 3 1} — 
Deaths —|- —| — 
Puerperal fever 6 6 7 4; — 3 3] 18] — 
Puerperal 131 8 19 2] 159) 15} 29 
Deaths xt 
Relapsing fever —|— — 
Deaths 
Searletfever .. 1,058 26] 128} 24] 46j1,751| 231] 60] 74 
Deaths 2) — 1} — 1 2 2; — 
Typhus fever .. 56 3 —| — 5} — 
Whooping-cough* .. | 758| 14] 28 i8| 285| 105 12 
__Death Si — 2 1 4 16 31 — 2 
Deaths (0-1 year) | 2920 39| 25] 234 249 32| 54) 291° 12 
Infant mortality rate 
(per 1,000live births) 39 28 
Deaths (excluding still- 
births) .. 4,007 | 155] 131]3,988| 676] 151] 113 
Annual death rate 
(per 1,000 
living) vis 10.9/10.3 |11.51 9.8] 8.7] 9.8/10.2] 9.9 
Livebirths.. 6,163 | 950} 884] 358 222'6,458 1,050 | 919 | 194 
Annual rate per 1, 000 ' 
persons living .. 17.9 |23.9 119.4] 15.9] 13.5 {24.8 |17.0 
Stillbirths 274| 36 35 237 37 
Rate per 1,000 total 
births (including 
stillborn) ae 38 36 22| 39 


* Made notifiable generally on November 1, 1939. 

+ Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 

t Since January 1, 1940, figures for London (b) have been for deaths from 
all forms of pneumonia: the corresponding figures for 1939 relate to deaths 
from lobar pneumonia only. 


§ Deaths from puerperal sepsis. 
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Letters, Notes, and Answers 


Medical News 


A special meeting of the Section of Surgery of the Royal 
Society of Medicine, open to all Fellows, will be held at 1, 
Wimpole Street, W., on Tuesday, July 30, at 5 p.m., when 
Sir Arthur Hurst will read a paper on “ Hysterical Contrac- 
tures resulting from War Injuries.” . Members of the Sections 
of Medicine, Neurology, Orthopaedics, Physical Medicine, and 
Psychiatry are specially invited to attend the meeting, and 
any member of a Dominion medical corps will be particularly 
welcome. 

The ninety-ninth annual meeting of the Royal Medico- 
Psychological Association will be held at 11, Chandos Street, 
W., on Wednesday, July 24, at 2.30 p.m., and will be followed 
by an address by the incoming president, Dr. T. C. Graves, 
F.R.C.S., on “ The Common Cause.” 

A special series of lectures for graduates and senior students 
has been arranged to take place in Edinburgh during the 
summer vacation in the West Medical Theatre of the Royal 
Infirmary on Thursdays at 4.30 p.m. The lecturers and their 
subjects are as follows: July 25, Sir Norman Walker, “ War 
and Skin Diseases” ; August 8, Prof. F. A. E. Crew, “ On the 
Contributions of Genetics to Reconstructive Medicine” ; 
August 15, Prof. J. P. Kendail, “Gas Warfare”; August 22, 
Prof. W. C. Wilson, “ The Cause and Treatment of the Lethal 
Factors in Burns”; August 29, Dr. John Gillies, “ Modern 
Anaesthesia”; September 5, Mr. Norman Dott, “ The Scope 
and Organization of Neurological Surgery in Wartime”; 
September 12, Colonel D. S. Middleton, “The Work of a 
Regimental Medical Officer.” 

The Heberden Society announces that the Heberden Medal 
for 1939 has been awarded by the assessors, Dr. C. W. 
Buckley, Sir William Willcox, and Dr. C. B. Heald, to Major 
W. S. C. Copeman, M.D., F.R.C.P., for his paper entitled 
“Notes on Treatment of the Rheumatic Diseases in the 
B.E.F.” 


The Government of Eire draws attention to the Emergency 
Powers (Control of Export) Order, 1940, dealing with medi- 
cines and medicinal preparations, cotton-wool and wadding 
and articles made therefrom, surgical dressings of all descrip- 
tions, surgical, medical, and dental instruments and appliances. 
These articles cannot now be exported from Eire except under 
licence, application for which should be made to the Secretary, 
Department of Supplies, Ballsbridge, Dublin. 

Under the heading of “ Pharmacy before Printing” the annual 
‘special issue (June 29) of the Chemist and Druggist contains 
an interesting review by Geoffrey Rhodes of manuscripts and 
instruments evacuated from the British Museum on account 
of the war. 


There will shortly be on sale a supplement to the British 


Pharmaceutical Codex of 1934, in which details are given of . 


standards for new surgical dressings. The dressings described 
are mainly composite dressings for wounds made available by 
manufacturers for the present emergency. 


The Home Office has lately issued a fourth edition of its 
memorandum on First Aid and Ambulance for Factories 
(Welfare Pamphlet No. 4, H.M. Stationery Office, price 1s.) 
for the guidance of occupiers of factories and workshops in 
establishing a satisfactory first-aid and ambulance service. 
The importance of such services is now recognized everywhere 
and has much increased in wartime. 


The April issue of the Bulletin of the History of Medicine 
contains a bibliography of the history of medicine in the 
United States and Canada for 1939. It is classified alpha- 
betically into the following groups: biography, dentistry. 
diseases, hospitals, journals, libraries and museums, medical 
education, military medicine, pharmacy, societies, and 
specialties. 


An Albrecht Haller Society has recently been founded at 
Berne with Professor A. von Muralt as director. Its aim is 
to keep alive the memory of the great physician and natural 
philosopher and to bring out his unpublished works. 


According to an official report rabies is prevalent in the 
eastern sections of Germany. 


All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH MEpIcAL JouRNAL, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. . 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS.* 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS.—All communications should be addressed 
to the Advertisement Manager (office hours, 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TELEPHONE Numser of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR, Aitiology Westcent, London. 

SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 

Gardens, Edinburgh. : 


QUERIES AND ANSWERS 


Case for Treatment 


“G.P./M.D.” writes: A lady aged 37 has had two miscarriages 
(three and three and a half months) and two premature deliveries 
(six and six and a half months), the latter with eclampsia. Weighs 
13 stone, adipose generally. Both legs though not oedematous 
typify hypothyroid condition and calcium deficiency. Though 
advised that the next pregnancy might be dangerous is deter- 
mined to risk it for sake of having a baby, and may become 
pregnant. Specialist or hospital out of question. Would some 
specialist advise best line of (a) dieting, (b) therapeutics? 


LETTERS, NOTES, ETC. 


Anti-concussion Bandeau for Air Raids 


An anti-concussion “ bandeau”’ or rubber helmet, designed to 
ward off from the sensitive areas of the brain and the ear 
drums the harmful effects of concussion caused by bombs or 
shells bursting in air raids, was demonstrated in London recently. 
It was said to have been designed by a neurologist after an 
investigation into the phenomena of shell concussion. The 
bandeau, covered with stockinet, is made of soft aerated rubber 
_in which the innumerable minute intercommunicating air cells so 
distribute and damp the blast that it is no longer transmitted 
directly through the flesh and the skull to the brain. It is 
designed to cover the frontal region, the temples, and the ears, 
and extends back to the skull base. It weighs only two or 
three ounces, is made in four sizes, and can be slipped on over 
the gas-mask. It is a protection only against concussion, offering 
no resistance to splinters, so that it offers no substitute for 
armoured protection, and is intended to be worn under cover 
during actual bombing. The trade name of the bandeau is 
** Webflex,” it is made by Walter Webb and Baker, Ltd., 
Monkwell Street, E.C.2, and is obtainable from the larger stores 
at Ss. Ild. 


Ear pads in soft aerated rubber have now been produced by 
the Dunlop Rubber Co., Ltd., for A.R.P. wardens, members 
of the Local Defence Volunteers, and others who must be out 
during raids. The pads can be simply fixed over the respirator. 
It is claimed that they disperse the blast from an explosion 
before it reaches the ear drums and yet allow the wearer to 
hear ordinary conversation or the sound of a siren. The price 
is 2s. 11d. a pair in cloth container. 


The Red Cross Sale 


So far as medical bibliophiles are concerned, the Red Cross 
sale at Christie’s, which is to last three weeks or so, contains 
but few items of interest. On July 24 there is a covetable octavo, 
bound in calf which is stamped with the arms of Henry VIII 
and his first Queen (Catherine of Aragon) ; in it are contained 
four medical tracts: the Precepta Salubria of Paulus of Aegineta, 
Paris, 1512 ; Alexandri Benedicti physici Anatomice, Paris, 1514 : 
Tractatus Singularis doctissimi vivi Marsilii Ficini de epidimioe 
morbo, 1518 ; and another similar to the last. On July 25 a 
copy will be sold of the first Aldine edition of Celsus’s Medicine, 
1528. Beyond these some letters of Florence Nightingale’s, in- 
cluding one from Balaclava, pretty well exhaust the medical items 
in the sale. 
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